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PREFACE 
HIV/AIDS pandemic is the most serious of infectious disease challenges to public 
health, is the end of 2007 it is estimated that 33.2 million people were living with 
HIV worldwide. Everyday, over 6800 persons become infected with HIV and over 
5700 persons die, mostly because of inadequate access to HIV prevention and 
treatment services. Nonetheless, the current epidemiologic assessment has 
encouraging elements. 
In India an estimated 2.5 million people are living with HIV and the 
prevalence rate is 0.36 percent among 15-49 age group. However the virus has 
infected Injecting drug users, MSM, Sex Worker, Truckers which form a part of the 
population of slums. 
Since the first detection of AIDS virus in 1986 among commercial sex 
worker in the southern state of Tamil Nadu, India has become the epicenter of the 
AIDS epidemic. During the latter part of the 1980s there was a pronounced sense of 
denial among the Indian human and health service professionals, governmental 
agencies, and public at large regarding the dangers of virus. Generally, it was 
believed that HIV/AIDS would not pose a major health problem for India as the 
virus was seen basically as a 'gay man's' disease, and more so prevalent in the 
Western countries. 
During this period the AIDS epidemic also blamed certain risky groups such 
as homosexual and intravenous drug users as the major culprits for the spread of the 
virus. Although, such blaming still exists in the West there has been a dramatic shift 
in identifying the virus with the risky groups to risky behavior. This welcome shift 
from blaming any particular group to behavior of all individuals has been having 
extraordinary impact on the transmission of the virus in some group especially gays. 
In the west with increasing acceptance that no one is immune to the virus has also 
reduced scapegoating and placing certain groups as villains. 
In traditional societies such as India there is a strong sense of denial to accept 
that HIV/AIDS has a distinct linkage with sex, sexuality, sexual practices, and the 
absolute need to abstain from risky behavior by all. It is repeatedly emphasized that 
the Indian society being "primarily monogamous with high values would be able to 
withstand the AIDS epidemic. Unfortunately, the reality is that the human 
immunodeficiency Virus (HIV) is spreading at an alarming rate. The contributing 
factors include lack of awareness about concept, causes & consequences of 
HIV/AIDS, lack of acceptance & taboos associated with HIV/AIDS. This deadly 
virus is firmly established among Commercial Sex Workers, Intravenous Drug 
Users (IDUs), professional blood donors which constitute certain percentage of 
slum population making it the cancer of urban city. 
The work focuses on the study of the differential life experience of families 
with HIV/AID in slum clusters in special reference to the changing interaction 
pattern and coping mechanism adopted by the members of the family. It comprises 
of seven chapters. Chapter first is an introductory one, which deals with the 
evolution of HIV and different theories related it. It incorporates different modes of 
transmission, rate of progression to AIDS and other basic information of 
HIV/AIDS. The second chapter examines the review of literature concerning Social, 
religious & economical context of HIV/AIDS, prevention and programmes related 
to HIV/AIDS etc. with an emphasis on both global and national level. The third 
chapter shows the geography of the epidemic starting from macro level to micro 
level supplemented by the latest updated figures. It also incorporates the scenario of 
HIV/AIDS at slum level along with different characteristics & risk factors which 
are making the population vulnerable to HIV/AIDS. Next chapter highlights the 
dynamics of family affected by HIV/AIDS. Starting from the definition of the 
family, the chapter explains the pattern, structure, boundary of the family as an 
individual separate system which gets distorted due to influx of HIV leading to 
depression and anxiety. The chapter also explains the problem related to disclosure 
of serostatus in front of significant others due to stigma & discrimination associated 
with HIV/AIDS. An attempt is also made to study interaction pattern may change 
over time and the benefits and consequences of the different lifestyle choices that 
are made regarding disclosure of status. Fifth chapter highlights the scope of Social 
Workers, NGOs, and Civil Societies in respect of HIV/AIDS. From the onset of 
AIDS, Social workers and others professionals have played a critical role, not only i^ 
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in creating awareness but also in providing care & rehabilitation which include ^ 
providing emotional support for infected and affected people by helping clients 
make sense of the ever changing terrain of the epidemic and learning how to adapt 
to the multiple uncertainties that all people living with any potentially fatal illness 
face. The chapter focuses on how to address persistent challenges by the social 
worker & professionals to curb the menace of HIV/AIDS. The last chapter is the 
conclusion of the work that discusses brief summary of all the chapters of the 
dissertation. 
As the current study contains live experiences of PLHA, so it is expected that 
it would be of great help for understanding defense mechanisms & coping strategies 
of PLHA which would be in turn will be useful in making rehabilitation system 
more responsive to PLHA needs. In wider perspective the current study can be of 
immense help for policy makers, individual researchers, academicians, social 
workers & professionals of voluntary sector to combat HIV/AIDS. 
Acknowledgement 
With the blessings of the Almighty 'Allah', at the time of submitting my 
dissertation I hereby offer my proud salutations to my guide and mentor of my research 
career Prof. Noor. Mohammad, Chairman, Department of Sociology & Social Work, 
A.M.U. for his constant inspiration, inestimable motivation, uncompromising 
regulations, professional constructive guidance, to accelerate and complete the work on 
schedule. Hard work has no alternative, but 'to excel' in any sphere one requires 
special professional knowledge and I owe every bit to my guide. The experience I have 
earned under his dedicated and disciplined academic environment will be my life-long 
asset and invaluable reward. 
My sincere gratitude is reserved for Dr. Naseem Ahmad Khan & Dr. Mohd 
Tahir for his support, suggestions and encouragement in order to expedite my task 
smoothly and efficiently. 
The names of all the stalwart academicians of Department of Sociology & 
Social Work, Dr. Nemat Ali Khan, Dr. Abdul Whaeed, Dr. Abdul Matin, Dr. Syed 
Zainuddin, Dr. P. K. Mathur, Dr. Mohd Akram, Dr.(Mrs) Samina, and Dr.(Mrs) 
Sheerin Sadiq will be engraved with reverence and gratitude for their academic 
inspiration, help and co-operation. 
1 acknowledge with gratitude the inspiration and moral support extended by my 
beloved teacher & mentor Dr. Mohd Shahid. My special thanks to Mr. Gyanendra 
Mishra who extended all the help and co-operation. And I had the unique privilege of 
having Suhail Akhtar and Mohd Arif as my constant companions, who shared all my 
beautiful as well as odd moments. 
I am indeed thankful to Dr. Ebney Hasan, In-charge, Seminar Library in helping 
to locate & providing me the relevant books. 
I would also like to thank my seniors and colleagues Ms. Sufia Azmat, Ms. 
Quratulain Ali, Ms Rajiya Shahini & Mr. Iftekhar Alam. 
I take this opportunity to thank my seniors Ms. Seema Kumari, Ms. Fouzia 
Khursheed, Ms. Sadaf, Ms. Charul, Dr. Sheikh Belal, Mr. Raj Kumar, Mr. Mujahid Ali 
and my younger friends Faiyaz, Anwar, Ajaz, Nargis, Bushra, Farha & Charul. 
How to express thanks to all my classmates Raghib, Aftab, Mahmood, Abu 
Sadiq, Shahid kamal, Zafar(Babu) & Saurabh who were always by my side with all the 
support, help, encouragement. I share all my happiness and satisfaction with them. 
With a profound sense of gratitude and love I must express the kind and 
generous support that I have been receiving from my beloved parents, whose blessings 
have remained a constant source of enlightenment in all my academic endeavours. I am 
also thankful to Rahila for showing tender love and care towards me and remaining by 
my side throughout this journey. My special thanks are also due to my beloved sisters 
& brother-in-laws and elder brother & bhabhi. The kids Maryam, Tahseen, Samina, 
Aatir, Ebad, Aafia and sweet little twins Aaiza & Madiha need to be acknowledged for 
their pristine love and innocent ways of expression that made me to understand the 
wordless language of emotions. 
(Afzal Sayeed) 
ABBREVIATIONS 
AIDS 
ART 
CD4 
CSW 
GDP 
HIV 
ICE 
ILO 
MSM 
NACO 
NACP 
NGO 
01 
PLHA 
STD 
TB 
UNAIDS 
UNESCO 
UNICEF 
VCTC 
WHO 
Acquired Immuno Deficiency Syndrome 
Anti Retroviral Therapy 
A quantitative Laboratory maker of Immune Function 
Commercial Sex Worker 
Gross Domestic Product 
Human Immunodeficiency Virus 
Information Education Communication 
Intemational Labour Organization 
Men Having Sex with Men 
National AIDS Control Organization 
National AIDS Control Programme 
Non Governmental Organization 
Opportunity Infection 
People Living With HIV / AIDS 
Sexually Transmitted Disease 
Tuberculosis Bacillus 
United Nations Programme on HIV / AIDS 
United Nations Educational Scientific & Cultural 
Organization 
United Nations Children's Fund 
Voluntary Testing and Counseling Center 
World Health Organization 
> 
M) (0 
PH 
CONTENTS 
INTRODUCTION 1 
REVIEW OF LITERATURE 37 
GEOGRAPHICAL PERSPECTIVE ON HIV/AIDS 6 1 
FAMILY DYNAMICS AND HIV/AIDS 1 0 2 
RESPONSE TOWARDS HIV/AIDS 1 3 1 
CONCLUSION 1 4 5 
BIBLIOGRAPHY 148 

INTRODUCTION 
When the noted French poet and chronicler Jean Froissart wrote at the close of the 
fourteenth century that 'a third of the world has died', he was reflecting on the how 
the Black Death had ravaged the population of Europe, and how little medieval 
medicine had to offer in its fight against epidemic diseases. Now, at the beginning 
of the twenty-first century, modem medical science is attempting to register 
progress against AIDS - the most dramatic, pervasive, and tragic epidemic of our 
time. 
Given the media attention to AIDS, and to HIV - the virus that causes AIDS-
it is likely that major segments of the world's population have at least heard of the 
disease. However, other than the basic ways that AIDS is transmitted, the majority 
of people in most communities are unfamiliar with the specifics of the disease 
continuum, or with effective approaches for preventing the further expansion of the 
epidemic. And the epidemic continues to grow apace. 
In 1978, India joined other nations in signing the World Health 
Organization's Alma Alta Declaration, which set the goal of "Health for All by the 
Year 2000. Although India has not real realized this goal, the failure leaves valuable 
lessons for the health sector to learn about HIV infection. 
HIV has yet to cause dramatic, visible turns in the Indian economy or the 
health sector. Such good fortune may not continue. The first documented HIV 
infection was among sex workers in Chennai, Tamil Nadu, in 1986. This first case 
report and subsequent reports, including those from northeastern India describing 
HIV infection among injection drug users (IDUs), were received with skepticism 
and denial by academicians, politicians, and sociologists, thus diluting the promise 
for an effective response. Some speculate that India is now on the verge of a 
catastrophe. 
HIV, which stands for Human Immunodeficiency Virus is a special kind of 
virus, called a retrovirus, that's stores its genetic information in RNA rather DNA 
form but has the ability to replicate by converting to DNA form. HIV attacks the 
immune system and is the virus that causes AIDS, which stands for Acquired 
Immuno Deficiency Syndrome. Acquired mean that it is not hereditary but develops 
after birth from contact with some disease- cusing agent, in this case, HIV. Immuno 
deficiency means having a faulty immune system, which makes one more 
vulnerable to becoming very ill or dicing from a disease that others can fight off. 
Syndrome refers to a group of symtoms that collectively characterize a disease. HIV 
attacks the T-4 cells, one type of White Blood Cell(WBC) that gives orders to the 
rest of the immune system, living the body susceptible to a wide range of life -
threatning disease, once that a health immune system can usually defend against. 
Historical View of AIDS: 
AIDS was recognised for the first time in USA in 1981. At that time, it was mainly 
associated with either of the two major indicator diseases: 
i) An unusual type of pneumonia caused by a protozoan parasite, Pneumocytis 
carini, and 
ii) A cancer mainly of the skin called Kaposi's sarcoma, which was rarely seen 
in people under the age of 60 before the advent of AIDS. 
These diseases, with various combinations of other common infections, were first 
noted in young and active men who had sex exclusively with men. In other words, 
these men were homosexuals, colloquially called 'gays'. Since the same syndrome 
was regognized in Australia and Europe other than USA, it was called Gay Related 
Immunodeficiency or GRID.A little later, cases of AIDS were identified among 
drug addicts, especially Intravenous Drug Users(IDU). Most of those found to be 
affected with AIDS started dying and thus the peculiar combination of sex and 
death attracted attention and gave rise to many myths and misconceptions (Pavri, 
1992). 
Soon enough the same syndrome was seen in the children and adults who had 
received trasfusion of blood or blood products. When more and more women got 
AIDS, it was found that children born of these women developed AIDS. After many 
attempts scientist recognised the new virus responsible for AIDS in 1981 (WHO, 
1994). The international Committee on the Nomenclature of Viruses named the 
'new virus' as 'Human Immunodeficiency Virus' (Pavri, 1992). 
Mode of HIV/AIDS Transmission: 
HIV is an infectious disease but is not easily transmitted through the environment, 
e.g. from air, water, food etc. Thus it is not a communicable disease like common 
cold, influenza, measles, or polio virus and other infectious agents. The 
epidemiological in Europe, America and Australia have documented three modes of 
HIV transmission (WHO, 1987). The most important mode is having sexual 
intercourse with an infected person. The virus can be transmitted from men to men; 
men to women and to a slightly I lower extent (two to five times less) from women 
to men. (ESG,1992). The virus transmission is facilitated when either partner has 
other sexually transmitted diseases (STDs). Genital ulcers and other infections such 
as syphilis could act as co-factors, aiding and abetting the AIDS virus. 
The second mode is through transfusion of HIV-infected blood or blood 
products or through infected blood in needles, syringes and other such instruments. 
These include needles and syringes shared by intravenous drug users and those, 
which might be reused by doctor/nurses for injections without proper cleaning and 
sterilization. The third way is the transmission from an infected mother to her 
newborn. Although HIV has been detected in several body fluids, it is infectious 
mainly from blood, semen and vaginal secretions; very few virus particles have 
been detected (even by sensitive techniques) in saliva, tears and breast milk. In any ' ^ 
event, breast milk, saliva and tears are not consumed in such large quantities that it 
can infect and thus are not considered likely to spread the virus of AIDS. The virus 
does not spread among people through casual contact such as hugging, kissing, 
eating, drinking, swimming, working and travelling together. (WHO, 1987; 
Friedland, et. a/., 1990). One question often asked by people is whether AIDS virus 
can be transmitted through bites of mosquitoes and other insects. Fortunately, 
experiments by artificially infected mosquitoes showed that unlike the malaria 
parasite or dengue virus, HIV has neither a life cycle nor does it multiply in 
mosquitoes. The doubt that mosquitoes may take blood of an HIV-infected person 
and may act like a 'flying needle' has also been removed on epidemiological 
grounds. Studies in a large number of households of people living with AIDS or 
HIV-infected persons in Africa revealed that transmission to an uninfected person 
occurred only through sexual partners. Children and other adults in the households 
remained . free of HIV, despite having casual contacts with HIV / AIDS patients 
and despite the large number of mosquitoes in the environment. (Pavri,1992). 
HIV spreads primarily through sexual intercourse, which makes HIV 
infection basically a sexually transmitted disease (STD). Like some other STDs, 
HIV can also be transmitted through infected blood, blood products, and 
transplanted organs and tissues (including sperm), and from a mother of her foetus 
or baby. 
Sexual Transmission 
In a world where an estimated 250 million people a year acquire an STD, 
including gonorrhoea, syphilis, chancroid, genital warts (papilloma) and genital 
herpes, which provides ample opportunity for the spread of HIV. In many countries, 
HIV infection has appeared first among people with the multi sex partners, although 
it is only a matter of time before the virus finds its way outside these circles. Sexual 
transmission accounts for approximately 75% of all HIV infections worldwide. 
Every single act of unprotected intercourse (i.e. intercourse without a 
condom) with an HIV-infected person exposes the uninfected partner to the risk of 
infection. The size of the risk is affected by a number of factors, including the 
presence of other STDs, the sex and age of the uninfected partner, the type of sexual 
act, the stage of illness of the infected partner, and the virulence of the HIV strain 
involved. 
An European study of 563 heterosexual couples in which only one partner 
was infected at the start suggested that transmission from male to female was about 
twice as likely as from female to male (ESG, 1992). Generally, women are more 
vulnerable to HIV infection because a larger surface (the vagina and cervix) is 
exposed. Moreover, semen contains a far higher concentration of HIV than do 
vaginal and cervical fluids. Anal intercourse, whether between man and woman or 
between men, carries a higher risk of transmission than vaginal intercourse because 
it is more likely to injure the tissues of the receptive partner. Again, as for vaginal 
sex, the receptive partner is at greater risk than the insertive partner. 'Since both 
semen and vaginal fluid contain HIV, there is theoretical risk of transmission 
through oral sex-both cunnilingus and fellatio. The actual risk is difficult to measure 
scientifically: few people engage in oral sex to the exclusion of all other practices, 
and if they become infected the route of transmission is unclear. Oral sex does, 
however, appear to pose far less of a risk of HIV transmission than vaginal or anal 
intercourse. This explains the rarity of HIV transmission through sex between 
women. For all forms of sex, the risk of transmission is greater where there are 
abrasions of the skin or mucous membrane. For oral and vaginal sex, the risk is 
greater than when the women menstruating (WHO, 1994). Age appears to be a 
factor in the susceptibility of women, making them more vulnerable to HIV 
infecfion in their teens and again when over the age of 45. In adolescent women the 
immature cervix is thought to be a less efficient barrier to HIV than the mature 
genital tract of older women. And the thinning and drying of the vaginal macosa at 
the menopause is believed to lessen the barrier effect for women who have reached 
this stage in life. The production of mucus in the genital tract of adolescent girls and 
postmenopausal women is not as prolific as in women between these life stages, and 
this may also enhance their, susceptibility to HIV infection (WHO, 1994). 
Parenteral Transmission (Blood and Blood by-products) 
Contaminated blood is highly infective when introduced in large quantities 
directly into the bloodstream. The risk of contracting HIV infection from a K. 
transfusion of a unit of infected blood is estimated to be over 95%. HIV is also ^ 
readily transmitted through infected blood products, such as untreated factor VIII 
administered to people with haemophilia. 
Intact skin is an effective barrier against the virus. When needles, tattooing 
equipment or other invasive instruments that have been contaminated with blood 
containing HIV, pierce it infection can take place if the "dose" of virus is large 
enough. A small possibility exists that blood borne virus might enter the body 
through a mucous membrane-by blood spurting into the eye during surgery, for 
example. There is a tiny theoretical risk of infection from a contaminated razor 
blade, but transmission via this route has not been documented. 
As for HIV-infected people, they are more infectious to others in the very 
early stages-before antibody production (i.e. during the "window period")-and when 
infection is well advanced, because levels of virus in the blood are higher then at 
other times. Since the likelihood of HIV transmission through blood depends on 
the "dose" of virus injected, the risk of getting infected through a contaminated 
needle, syringes or any other skin-piercing instrument is very much lower than with 
transfusion. Nevertheless, among drug users who inject heroin, cocaine or other 
substances, this route of transmission is significant because exposure is repeated so 
often-in some cases, several times a day. As result, needle sharing by drug users is a 
major cause of AIDS in many countries, both developed and developing, and in 
some it is the predominant cause. 
Perinatal Transmission (Mother to Child) 
HIV may pass from an infected woman to her foetus, or to her infant during 
dehvery or breast-feeding. This is known as mother-to-child transmission, and 
around one-third of the children of HN-infected mothers worldwide are infected 
through this route. Studies suggest that the risk of transmission from mother to 
infant is higher if the mother is newly infected, or if she has already developed 
AIDS, than if she has an established HIV infection without symptoms. Worldwide, 
5-10% of all HIV infections in 1993 are acquired through this route. Because 
infants and children progress so rapidly to AIDS, however, they already account for 
about 20% of AIDS case:; to date (WHO, 1994). 
Groundless fears 
Ignorance about how HIV is transmitted-together with the fatal nature of 
AIDS and its association with taboo Or condemned behaviour-has produced a cruel 
mixture of prejudice and discrimination. The epidemic abounds with stories not 
only of sick, wasted people and motherless children, of workers fired, children 
barred from school, etc. establishing how the virus is not transmitted is as important 
as establishing how it is spread. 
In the laboratory, scientists have managed to isolate HIV in tears, sweat, 
urine and saliva. Only blood, semen, vaginal fluid and breast-milk have high 
enough concentrations of HIV to be infective. Furthermore, HIV must penetrate the 
skin or come into direct contact with a mucous membrane for infection to take 
place. So doorknobs, toilet seats, crockeiy, swimming pools and drinking fountains 
cannot transmit HIV. There is no danger in riding on a bus, sharing a meal or 
holding hands with people with AIDS, or even in hugging or cuddling. 
Studies in many countries show that HIV does not spread through casual, 
everyday contact. For example, scientists in the USA studied 206 offspring, 
siblings, parents and friends sharing the home of someone who had AIDS. Most 
live in overcrowded conditions especially conducive to the spread of infection. 
Even after close contact over an average of 23 months, not a single person tested 
had become infected with HIV, even though interactions included the sharing of 
items and facilities likely to be soiled with blood (Friedland, et. al, 1990). 
Prevention of HIV Infection 
At present, prevention is the only cure for AIDS, where HIV epidemic is still 
in its early stages, prevention of HIV infection assumes paramount importance. 
AIDS prevention and control has three main objectives: to prevent HIV infection, to 
reduce the personal and social impact of HIV infection, and to mobilize and unify 
national and international efforts against AIDS. Prevention is indisputably the most 
important objective. No curative drug or a universally effective and affordable 
preventive vaccine is likely to be available in the foreseeable future. 
Prevention of Sexual Transmission 
It is important to have an information and education programme aimed at all 
men and women, to have facilities for detection and treatment of other STDs and to 
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have an environment which would promote condom use and frank information 
exchange without stigmatization and discrimination against people known or 
suspected to have HIV / AIDS. Several studies have demonstrated that use of 
condoms during sexual intercourse reduces the risk of transmitting or acquiring 
infection with HIV as well as other STDs and that proper and consistent condom 
use can play an important role in AIDS prevention. Major challenges remain in the 
promotion of use of condoms in India, which include social, cuhural and religious 
sensitivities, lack of access to condoms, and inability to talk frankly about condoms 
or sex. HIV transmission models suggest that, if, only 15% of sexually active urban 
men at highest risk of contracting HIV / AIDS i.e. men who have muhiple partners, 
adopt consistent condom use then urban HIV prevalence would not increase. 
The risk of infection is directly related to the likelihood that your partner(s) 
may be infected; for heterosexual and homosexual partners, this varies considerably 
according to the part of the world. However, there is no way by looking at someone 
to know if they are infected. Therefore, only through the use of condoms can you be 
sure that you are not exposing yourself to a risk of infection. 
The greater the number of partners with whom you have sexual intercourse, 
the greater the likelihood that you will encounter a partner with HIV infection. 
Therefore reduce the number of sexual partners to the greatest extent possible, and 
avoid having sex with people who have many sex partners. Proper and consistent 
use of condoms from start to finish for all sexual penetrations (vaginal, oral and 
anal). Abstinence is the surest way of preventing sexual transmission of HIV cS 
infection. However, for many people tl.lis is not acceptable or realistic. The use of 
condoms and other safer sexual practices such as those listed below are the only 
ways of decreasing the risk of becoming infected with HIV or transmitting HIV to a 
sexual partner. Restriction of sexual contact to activities that do not involve the 
sharing of semen, vaginal and cervical secretions, or blood (e.g., hugging, 
caressing) will eliminate the risk of acquiring HIV infection. Other "safer sex" 
practices include nonpenetrative sex, masturbation, massage, kissing and hugging. 
Prevention of Parenteral Transmission 
For prevention of HIV transmission through infected blood and blood 
products, the approaches that have proven effective include recruiting voluntary 
non-paid donors, screening donated blood for HIV and educating health care 
workers to reduce unnecessary transfusions. Preventing transmission at the health 
care setting rests on careful attention to infection control procedures including 
proper sterilization of equipments, proper adherence to procedures based on 
"Universal Precautions", and provision of necessary supplies and equipment. 
Preventing the blood-borne transmission among intravenous drug users (IDUs) 
should go hand-in-hand with efforts to prevent sexual transmission among them. 
These should include reducing demand for drugs, reducing the use of drugs by 
injection, and sterilizing the injecting equipment and needles by boiling or with 
bleach. 
Prevention of Perinatal Transmission 
The best strategy for preventing transmission from mother to child is of 
course, to prevent the sexual transmission of HIV to women of reproductive age. 
Secondary prevention would depend on the avoidance of child-bearing by women 
who know or suspect that they are infected. Counselling and contraception services 
should be made available to all women. 
Consequence of HIV / AIDS 
In India the consequences of HIV / AIDS are not visible. The studies in 
Africa indicate that the impact is visible only two decades after the on set of the 
epidemic in a country. This shows the immediate effect is not visible but 
cumulative effect is visible only after one or two decades. The slow evaluation of 
the impact of HIV / AIDS makes it worse than other epidemics. Though the long 
term consequences of HIV / AIDS are only just being recognized in developing 
countries like India. It is clear that it will have a multiplier effect that will have 
profound consequences not only for families and communities but also for the 
demography, economy and children of developing countries like India 
(www.unicef org/2000). 
Sexually Transmitted Diseases and HIV/AIDS 
Definition 
STDs earlier know as Venereal diseases, are communicable diseases, which CO 
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are transmitted by an infected man/woman to his/ her partner during sexual « 
intercourse. They are relatively easy to contract. STDs are serious and painful 
Gonorrhea, herpes, chlamydia, syphilis and AIDS are the most common STDs. A 
person becomes infected with STDs when he/she has: vaginal sexual intercourse, or 
anal sexual intercourse, or oral sex with an infected person. The vagina, penis, 
rectum and mouth are the sources from which the STD germs can invade the body 
(WHO, 1993). 
Symptoms of STDs 
Many STDs show early symptoms, which disappear without treatment. But 
the germs remain in the body, causing damage to different organs. Some STDs give 
mild or no symptoms at all, particularly in women. Person with an STD may look 
and feel healthy, but can still infect partners or unborn babies. 
Table 1.1: Symptoms of STDs in Men and Women 
Women 
Both Men & Women 
Some Symptoms of STDs 
• Unusual discharge or foul smell from the vagina 
• Pain in the lower abdomen -between the navel and 
sex organs. 
• Burning or itching around the vagina 
• When having sex, pain deep in the vagina 
• Sores, bumps, blisters or rashes in or near the sex 
Men 
organs or mouth 
• Burning pain while passing urine or having a bowel 
movement. 
• Swelling or redness in the throat 
• Fever, chills and aches -like flu 
• Swelling in the groin -the area around the sex organs 
• A drip or discharge from the penis. 
There may be various complications due to STDs, if proper treatment is not 
given. They include: complications of pregnancy such as congenital syphilis leading 
to stillbirth. Other STD infections may be responsible for other birth defects; 
complications in infants such as infection with gonorrhoea causing blindness, other 
complications are conjunctivitis (an eye infection) and pneumonia; and 
complications in others such as infertility, hepatitis, dementia and cancer. 
Prevention and Treatment of STDs 
Abstinence is a foolproof method of preventing STDs, but a really difficult 
one. The following guidelines can do much to prevent STDs: Avoid sex with 
partners who have genital rashes, redness, sores or discharges; Stay away from 
casual relationships; Reduce the number of your partners as much as possible; Use 
condoms; Urinate and wash the genital area after intercourse, This helps in avoiding 
some genital infections; and Prevention of STDs would also reduce the risk of HIV 
transmission. 
Early treatment is always desirable to prevent complications and further 
spread of infection. Upon suspicion of infection, the person needs to consult a 
health clinic or the family physician. Regular check-ups are also recommended if 
safer sex is not practised, or as soon as any sign of an STD is noticed. Most STDs 
can be cured if correct treatment is given. It should be remembered that early 
diagnosis and treatment of STDs would prevent HIV transmission (WHO, 1993). 
Epidemiological data worldwide as well as in South-East Asia show that the 
major mode of HIV transmission is through sexual intercourse and that HIV is 
primarily a sexually transmitted disease. The relationship between STDs and AIDS 
is threefold: 
(1) STDs are a marker for high risk behaviour; the same high risk behaviour 
predisposing for STDs also predisposes for HIV infection (i.e. unprotected sexual 
intercourse with multiple partners); 
(2) STDs appear to serve as an important risk factor facilitating the 
transmission and acquisition of HIV infection. 
HIV transmission is easily spread in a person who has genital ulcers caused 
by STDs. STDs that do not cause ulcers can also cause transmission. An STD 
causes inflammation: T cells and monocytes/macrophages, sent to check the 
infection, concentrate in the genital area. In a person already infected with HIV, 
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some of these key cells of the immune system will be carrying the virus-which 
magnifies the risk of transmission to the uninfected partner (WHO, 1994). Some 
studies have shown that women having HIV infection are more likely to have had 
infections, which do not cause ulcers. Moreover, internal sores or inflammation 
often pass unnoticed in a woman, and inflammation alone also increases the risk of 
HIV transmission. Thus the control of STDs contributes significantly to a reduction 
in HIV transmission. 
The demographic consequences of HIV/AIDS 
The demographic consequences are as follows (UNICEF, 2000). 
1. AIDS will not stop population growth but the rat may slow down which could 
result over - time in smaller population. 
2. Age structure of the population may aher due to increased mortality in the 20 -
40 years age group. 
3. Sex ratios may shift in some age groups because of higher infection rates and 
mortality in women. 
4. It will sharply reduce the life expectancy in some countries. 
5. It will account for a greatly increased some of total death from infectious 
diseases in developing countries. It has already risen to be among the top four 
killer diseases worldwide - second among infectious diseases, ft 1990 it 
accounted for 2.0% of all infectious diseases deaths, in 2020 it is estimated ' ^ 
account for 13.6 percent. Several studies suggest that adults with AIDS use more 
health care prior to death than those who die of other causes. In severely 
affected countries HIV infected make up large percentage of patients in the 
hospital. 
6. Projection indicate that in 2010 AIDS may increase the infant mortality rate by 
75% and under five mortality rate by 100% in worst affected regions. 
7. Most women will complete their child bearing before falling ill so the number of 
orphans will rise. 
The economic consequence of HIV / AIDS 
The economic consequences of HIV / AIDS are as follows (UNICEF, 2000). 
1. It is clear that developing countries will have increasingly great difficulty in 
finding to resources to meet the need for health care and social support for 
AIDS patients. AIDS would consume half of national budget for health in 
some countries if the number of cases and the costs involved just in treating 
opportunistic infections were taken into consideration. The World Bank 
estimate that if India maintains its current level of health care expenditure, a 
severe AIDS epidemic would increase government health expenditure by 
about $ 2 billion per year by 2010. If subsidies are increased by 50% level, 
the same size epidemic would increase annual government health by an 
additional $ 30 billion expenditure. The recent study on the economic 
consequences of HIV / AIDS in India shows that AIDS imposes a major 
burden on the economic front especially when costs of treatment of people 
living with AIDS prevention programme and labour costs are also taken into 
account. 
2. It will reverse hard-won gains in development as the increased mortality in 
the 20 - 40 years age group will reduce the working population, which 
contribute to the nation 25 growth and economic development. Conservative 
World Bank estimates suggest that overall growth in GDP per person is 
barely affected while a country is over all infection rate remains between 5 
percent. However, once the disease reaches 8% of the adult population, per 
capita growth is 0.4% lower and if rate of infection exceeds 25% then per 
capita growth is at least one percentage point lower than it would have been 
otherwise. In any given country one year of basic medical treatment for one 
person cost about 2-3 times the national GDP per person. Study on AIDS 
and industry showed that AIDS would have direct effect on productivity 
increasing absenteeism leave and medical care. 
Theories of Causation 
It is well established that HIV/AIDS is a virus that enters the body through 
unprotected sex, contact with infected blood, vertical transmission from infected 
mother to baby, or through breast milk of an infected mother. Because the primary 
method of transmission is unprotected sex, theorizing about the virus has focused 
on sexual health behaviours. These theories can be categorised into five i.e ON 
cognitive theories, gender-based theories, trauma-focused models, a 
multidimensional heahh behaviour model, and a social network approach. Although 
these theories primarily explain safer sex health behaviours, at least some of them 
may have potential to explain behaviour related to other method of transmission as 
well. 
Cognitive Theories 
A number of cogniitive theories have been developed to understand risky health 
behaviours and to extrapolate prevention strategies from them. One of the most 
widely used frameworks for HIV prevention programs is the Health Belief 
Model(HBM; Becker, 1974; Becker & Joseph, 1988; Maiman & Becker, 1974). 
HBM proposes that a person will engage in health-related behaviours, such as using 
condoms, if he or she believes that a negative health condition (such as HIV) can be 
avoided, expects that taking a recommended action will avoid negative health 
condition (using condom will prevent HIV), and believes that he or she can 
successfully engage in the recommended health behaviour (use condoms 
comfortably and with confidence). 
The theory of reasoned action (Atzen & Fishbein, 1977; Homik, 1991) 
assumes that humans are usually rational, use information in a systematic way to 
solve problems, and consider the implication of their behaviour before taking 
action. This theory focuses on intentions rather than beliefs and 
attitudes.Behavioural intention is defined as how hard people are willing to try and CN 
how much effort they plan to excert to engage in a behaviour, such as using a 
condom. This theory, then, is a theory of change motivation. 
Albert Bandura's self-efficacy model of safer sex bahaviour adapted from his 
general theory of self-efficacy, provides a more multi dimensional approach. In this 
model, people engage in safer sex practices because they believe they have the 
ability to protect themselves. Safer sex bahaviours are not simply a result of 
knowledge or skills but of a process of integrating knowledge, expectancies, 
emofional states, social influences, and past experiences to develop a judgement 
about one's ability to master the challenges of sexual decision making and 
negotiating sexual relationships (Bandura, 1990). 
Gender-Based Theories 
Gender-based theories criticize the cognitive theories for ignoring the 
sociocultural context of sexuality. They call attention to the ways that gender roles 
and gender-based social status affect sexual risk behaviours of women, placing 
these behaviours in the context of unequal power and female socialization that 
support passivity in sexual relationships. In this perspective, women's lower social 
status and limited power put them at a disadvantage in negotiating heterosexual 
relafionships. There socialization towards connectedness leads them to avoid 
conflict in sexual encounters. Fear of physical and sexual abuse is also a barrier to 
negotiating safer sex practices. These theorists note that the major safe sex 
prevention method available to date is the latex male condom and successful use of CN 
this method requires different behaviour for men and women. For men, the safer sex 
behaviour is wearing a condom. For women, the safer sex behaviour is persuading 
the male partner to wear a condom (Amaro, 1995). Gender-based power 
arrangements influence the behaviour of both men and women in this behavioural 
exchange, but women's actions are constarined by their disadvantaged power 
position. 
Other theorists have focused on sexual risk behaviours of men, proposing a 
theory of traditional masculinity ideologies (Bowleg, 2004; Levant & Malors, 1997; 
Thompson & Pleck, 1995). This theory uses the term masculinity ideologies to 
suggest that masculinity (as well as femininity ) is socially constructed by families, 
communities, cultures, and societies and is internalized as a set of beliefs about 
what is appropriate masculine behaviour. Lisa Bowleg (2004) suggests that "in the 
domain of sexuality, traditional, masculinity ideologies encourage men to be 
sexually assertive, be always ready to have sex, view sex primarily as pleasurable 
and recreational, perceive penetration as the goal of sex, control all aspects of 
sexual activity, and have multiple sex partners". Bowlef and others hypothesize that 
embracing traditional masculinity ideologies lead men to engage in risky sexual 
behaviour in their sexual relationship with both men and women. 
Theorist also extend the sociocultural perspective beyond gender to suggest that 
gender ideals in relation to sexual behaviour may differ by social class, race, 
ethnicity, sexual orientation, life stages, and historical eras (Abreu, Goodyear, (N 
Campos, & Newcomb, 2000). There is empirical support for this larger 
sociocultural perspective. 
Trauma-Focused Models 
According to trauma-focused models of health risk, ongoing stress related to 
childhood advertise such as physical and sexual abuse may lead to risky sexual 
behaviours. (Tubman, Montgomery, Gill, & Wagner, 2004; Whitmire, Harlow, 
Quina, & Morokoff, 1999). Situations during adolescence and adulthood can trigger 
intrusive and aversive memories of childhood trauma and activate conditioned 
associations between abuse stimuli and emotional distress. When such memories 
are triggered, individuals may respond with maladaptive coping startegies such as 
avoidance or dissociation, to keep from being overwhelmed by feelings of distress. 
When they are triggered by uncomfartable sexual situations, they may cope by 
using substance before sex and/or they may avoid negotiating self-protective 
behaviours. 
Multidimensional Health Behaviour Model:-
Some theorist have exyended the HBM in an attempt to correct for what they see as 
a narrow focus on individual cognitive elements. This model proposes that health 
outcomes are influenced by a complex process of interrelated variables. 
Vulnerability to HIV/AIDS is thought to be produced by an interaction of client 
background variables such as age, education, marital status, and income; motivation 
for sexual health; knowledge about HIV/AIDS and sexual risk; emotional 
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responses, self esteem, and attitudes; elements of the client-health professional 
interaction; and health behaviours such as sexual risk behaviours. Like Bandura's 
self-efficacy model, this model is multidimensional, but it has even greater capacity 
to incorporate more of the sociopolitical environment by introducing demographic 
variables such as age, education, marital status, and income . Perhaps its greatest 
value is recognition of the transactional nature of interactions between health care 
professionals and groups targeted for interventions. 
Social Network Approach 
The pattern of HIV infection within a population depends on complex interactions 
between individuals. In recent years, researchers have been concern about the 
increase of HIV infections among adolescent women, particularly adolescent * 
women of collor who reside in poor urban neighbourhoods (Ellen, 2003). This 
concern has prompted critisism of existing theories of sexual and drug risk 
behaviours with suggestions that they focus to exclusively on individual health 
behaviours and they do not adequately explain the prevalence and incidence of 
HIV; more specifically, they do not explain the racial/ethenic variations in the rate 
of HIV. A social network approach is offered as an alternative or complimentary 
conceptual framework (Ellen, 2003; Jones & Handcock, 2003; Morris & 
Kretzschmar, 1997). This approach is based on social network theory, which is 
interested in the whole set of persons in a particular population and the links 
connecting them. 
Epidemiologists are interested in how HIV is transmitted through sexual and 
drug networs and how to change the pattern of sexual and drug behaviour in HIV 
high-risk networks. They have presented computer simulation models that 
demonstrate that sexual networks in which network member have concurrent 
(simultaneous, overlapping) sexual partnerships amplify the spread of HIV. 
Individuals have muhiple partners, each partner may be connected to mukiple other 
partners, and these others are also connected to additional partners, and so on. The 
structure of the network has consequences for individuals in the network and for the 
network as a whole. Theorists who propose a sexual network approach have 
recently become interested in the livelihood that high-risk sexual networks tend to 
exist in impoverished neighbourhoods that lack social organisation and cohesion 
(Ellen, 2003). 
Controversial Theories on the Origin of HIV/AIDS 
Since the inception of AIDS there have been a number of controversial theories 
about its origins. For example, one such theory suggests that AIDS was created by a 
biological warfare experiment that went wrong. It was suggested that researchers in 
United States with Defense Department sponsors released a genetically engineered 
virus into Central Africa to study its impact on humans. A varian hypothesis is that 
it escaped from a laboratory where reasearchers tested the virus on prisioners who 
could increase their chances of parole by volunteering for the experiment. When the 
prisioners were released, some became injecting drug users and AIDS flourished. 
(Adam, 1989) 
(Gilks, 1991) suggested zoonotic transmission in which the AIDS virus 
entered the human population through inoculation of prision volunteers with 
malaria infected blood. Others suggested such transmission through grafts of simian 
testicles to humans in early 1920s when some people believed it could delay or 
avert physical and mental disabilities (Gosden, 1992), or that contaminated polio 
vaccine administered in the late 1950s in Africa was responsible for zoonotic 
transmission (Koprowski, 1992). Another theory is that AIDS spread through reuse 
of unsterUzed needles in vaccination programs. An offshoot of this hypothesis is 
that "inoculators" (used where people believe in the potency of injections over 
pills) sold injections in markets and bars and spread the virus. Other theories stated 
that AIDS was spread to the West by activities of International plasma dealers 
(Adam, 1989), or that ritual scarification contributed to transmission (Pela & Piatt, 
1989). 
Early in the AIDS epidemic, because homosexual men comprised the initial 
population with AIDS in the United States, it was speculated that a homosexual 
lifestyle was the cause of the disease (Sonnabend, Witkin, & Purtilo, 1983) 
(Mavligit, Talpaz, Hsia, Wong, & Lichtiger, 1984). 
HIV/AIDS: From Pandemic to Epidemic 
The Human Immunodeficiency Virus(HIV) continues to spread around World as a 
wild fire. A decade and a half ago, the acronyms "AIDS" and "HIV" were barely 
known, but in December 2007 over 32.2 (30.6-36.1) million people worldwide are CN| 
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estimated to be living with HIV/AIDS (UNAIDS, 2007). Every day the virus infect 
over 6800 people most of them young and middle aged adults on whom families, 
communities and economies depend. 
The word epidemic is generally applied to an infectious disease, which 
affects many individuals around the same time at a certain place. The time and the 
place are the most important determinants. If an epidemic of the same disease is 
seen spreading almost all over the world, then h becomes a pandemic. Originating 
from USA today no country of the world seems to be free of it. AIDS has indeed 
established a pandemic situation (Gulalia, 2008). 
The HIV/AIDS epidemic is volatile, dynamic and unstable and its major 
impact is yet to come. (Mann, Daniel, Tarantola, & Wetter, 1994). In December 
2007 around 33.2 million people in the world (including 15.4 million aduh women, 
(UNAIDS, 2007) 17.8 million men, and 2.5 million children) were estimated to be 
infected with HIV.About 2.1 million AIDS deaths occurred in the year 2007, 0.33 
million children. (UNAIDS, 2007) 
HIV/AIDS Socially Constructed Responses 
There is often deference between the reality of an event and its broader significance. 
AIDS has defied the supremacy of medicine and shaken faith in established healing 
practice. The advent of AIDS has undermined the certainty of increased life span 
for both young aduhs and their children, presenting them with as sobering view of 
the world. For people with HIV infection the ramifications are enormous and 
sometimes incomprehensible. In the following text we explore the social 
construction of disease and its impact of society. 
Social constructions both create and arise within an historical context. As 
mentioned earlier AIDS was first identified in USA in 1981, the term used to 
describe it was GRID (Gay Related Immuno Deficiency). Later it was found among 
other groups, hence title was changed to AIDS. Despite this latter development, the 
original prevention to the world of this phenomenon indicated that it was a New, 
Virulent, Rapidly Fatal Sexually Transmitted Disease of Promiscuous Gay men, for 
which there was no known treatment or cure. Thus the initial response to AIDS 
arose with in this framework of reference, and were related more to the socio-
cultural myths and prejudice surrounding male homosexuality than to medical and 
biological aspects of illness and its transmission. A renewed homophobia grew out 
of perceived threat with moral judgment and scapegoating. 
In 1983 the connections of viral activity were recognized and the causal 
agent discovered to be a virus, the term AIDS virus became commonplace, as did 
AIDS test, when test to HIV became available. Consequently, the virus and the test 
were correlated with AIDS, (death) and transmissibility without clarifying the 
distinction between the virus and its action or effect. AIDS is itself neither 
infectious nor communicable. It is the virus, which is transmissible, not AIDS nor 
the disease associated with the virus. 
Since the terms AIDS continues to carry with a catastrophic overtones 
constructed from its association with other emotive terms such as plague, 
contagious, carriers, untouchable, lethal, fatal. Further, concentration on high-risk 
group has led to a belief that the virus selects and targets for destruction, those 
whom historically western society has found intractable - male homosexuals. Sex 
workers, users of illicit drugs, blacks euphemistically, the promiscuous, perverted, 
polluted and pigmented. 
When an epidemic occurs it is common epidemiological practice to identify 
risk practices and risk groups for predictive, public health and preventive purposes. 
Ideally, the risk group concept also serves to protect those most likely to come into 
contact with a disease and to contain its spread. However, in this case, categorized 
groups have been separated out conceptually from rest of the community and 
ghettosied. The ensuing picture is one of HIV containment with in such groups, 
with linkage (through aberrant behaviours) to the general population this impression 
results in further stereotyping and stigmatizing of already marginalsied individuals 
and groups and a concomitant feeling of complacency on the part of those who view 
themselves in the general community. Such a construct distances the self designed 
'worthy' from the 'deviant' and ingneous the reality of the situation. Moreover, 
proposals such as compulsory testing of risk groups suggest that these groups are 
some how quantifiable, visible and tangible in their entirety. These assumptions 
have devastating impact on transmission and prevention of virus. 
Categorisation of 'risk groups' and 'low risk groups' eventually lead to an 
innocent and the guilty group, some who acquire the virus passively and others who 
are seen to contract it thorough their own willful or promiscuous activity. Thus the 
notions of guilt, blame, shame and innocence are introduced. The term 'victim' 
devalues people with HIV / AIDS and suggests that somehow they have contributed 
to their predicament and evokes fear, pity and a feeling of fatalistic powerlessness. 
It reduces the person with the infection to a terminal point a person dying of AIDS -
rather than a person living with the virus (Roberts, 1990). 
Scapegoating occurs whenever society is faced with a phenomenon it cannot 
explain or feel helpless to combat. Once infected, all people living with the virus are 
conceived as dangerous to society. Emphasis on 'contagion' means that people with 
HIV may be excluded for participation in events or from general service provision. 
AIDS is a metaphor for fear. Like many other epidemics through history, AIDS 
conjures images of calamity devastation and doom, which invoke widespread 
hysteria. During the course of the epidemic, AIDS has been personified in many 
ways. Symbolic figures include a grim reaper, an avenging god, and annihilator. 
Each country imagines the disease as alien an invader from outside. Locating the 
culprit elsewhere exonerates as nation of responsibility and set up a racist, sexiest 
reaction (Sonteg, 1989). 
It is the notion of control of spread that most influences policy with absence 
of cure or vaccine. The focus on individual factors in transmission represents over S 
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simplification of problem and derives its multifactoral dimensions. The effective cS 
control of spread needs to include attention to social inadequacies, poverty, income 
security, homelessness, and prevention of drug abuse. Focus on singularity of 
causality of developing countries where economic paucity and indebtedness to the 
west contributes to poverty, malnutrition, poor health and inadequate medical 
services and public hygiene facilities (Small, 1988:29). 
The images of these social constructions are captured in the following text 
collated through notes, books and volumes. AIDS follow the ancient fault-lines in 
society, taking advantage of some of humanity's most intractable problems such as 
poverty and discrimination. HIV is an "opportunistic" virus in the sense that it 
exploits ignorance, prejudice, fear, fatalism - and the very human tendency to hide 
from difficult or threatening truths in the hope that they will go away of their own 
accord (WHO, 1994). 
Complacency 
"A lesson from earlier epidemics is the danger of complacency, even denial 
that a catastrophe is in the making," Dr Michael Merson, Director of WHO's Global 
Programme on AIDS, told delegates to a Latin American AIDS conference in 1991. 
"Complacency about HIV infection is especially dangerous because infection is 
invisible for so long." By the time people die off in great numbers, the virus has 
spread deep into the community. Yet in practically every country that now has a 
national AIDS campaign, governments initially lost valuable time before admitting 
they were affected by a disease that carries a devastating social stigma. Many 
countries were understandably worried about the possible effects on tourism and 
investment; and some were - and often still are - simply too preoccupied by war, 
natural disasters or economic problems to take on yet another catastrophe. Some 
countries maintain that their cultural and moral traditions ensure that they will never 
get a disease they associate with deviance. A major stumbling block is the 
association of AIDS with homosexuality - a behaviour so taboo in many cultures 
that, rather than acknowledge it, people would prefer to believe it does not exist 
among them, or only on the fringes of society where people may have been 
influenced by contact with "decadent" foreign cultures. 
Denial 
In some countries this line of argument is extended to other forms of 
behaviour considered deviant, such as sex with multiple partners, prostitution and 
drug taking. The rationale for inactions is the belief that any outbreak of HIV 
infection will remain within marginalized groups and never pose a threat to the 
wider population. Nowhere has the virus remained confined to any specific 
population group. Denial has been part of the response to AIDS in virtually every 
country. For example, a government official in India said, in 1991: "Considering 
our social and cultural values and traditions, I feel quite confident that AIDS will 
not spread as far and fast as in Africa." In 1990 an official of the then Soviet Union 
said: "The roots of [HIV] spread are the American and Western way of life, 
unrestrained and flourishing homosexuality, drugs and obsession with sex." It is P j 
telling that views in both these parts of the world have changed since (WHO, 1994). fS 
Sexual behaviour that is risky in the context of AIDS unprotected intercourse 
with multiple partners - is universal. As far as heterosexual risk behaviour is 
concerned, the records of family planning clinics, STD clinics and maternity 
hospitals bear witness to the fact that sexual activity outside marriage goes on in 
even the most conservative societies. Indeed, some bizarre stratagems are used to 
make the act of sex with casual partners fit the prevailing ethos. In a few places in 
the Islamic world, for example, the custom of taking "temporary wives" and mutual 
marriage has been adopted, which allows a man to "marry" for fixed period, to have 
sexual; gratification and dissolve the marriage afterwards. Thus sexual intercourse 
takes place within a context that is sanctioned by law, religion and culture. Sex 
between males occurs in every society and has been observed among other primates 
too. But where there is no social acceptance of male homosexuality, AIDS 
prevention programmes run into a serious obstacle. In many countries getting 
married and having children are not sc much matters of choice as of social survival, 
and there is little scope to deviate from this norm. It follows that, in such places, 
many men who are homosexual by preference will be family men whose 
relationships with other men have to be kept secret (Horton M, cited in WHO, 
1994). 
Surveys in Africa, where homosexuality is strictly taboo and widely denied, 
found that 15 per cent of male respondents in Botswana acknowledged having had 
homosexual encounters; 18.6 per cent of 586 people interviewed in eastern Uganda CO 
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said they knew about bisexuality and 16 per cent reported having had sex with both «^  
men and women; and in Egypt 10 per cent of men interviewed at a clinic for 
sexually transmitted diseases claimed to be bisexual and another 9 per cent 
homosexual (De Bruyan, 1992:249-62). Unless countries acknowledge the full 
diversity of behaviour practiced within their borders, and its implications for the 
spread of HIV, the containment of AIDS is impossible. 
Ignorance, Prejudice and Fear 
Although many millions of dollars have been spent worldwide on 
information and education, the messages are hard to get through. Many people 
continue to deny that AIDS has any relevance to their own lives. Myths and 
misconceptions abound. As late -as 1990, in the USA, the world's largest 
information telephones service, the National AIDS Hotline, was receiving 3000 
calls a day from people wondering if they could catch AIDS through handshakes, 
toilet seats or popcorn served by someone with HIV. In part of Africa, men 
knowing AIDS is associated with wasting believe sex with a plump woman is 
"safe". Others are convinced that an HIV-infected man can rid himself of the virus 
through sex with a virgin. Ignorance also gives free rein to fear prejudice, and the 
impulse to discriminate. These reactions are so widespread that a human rights 
organization comments: "People with HIV / AIDS face double jeopardy. They face 
death, and while they are fighting for their lives, they often face discrimination. 
This is manifested in all areas of life - from health care to housing, from education 
to work to travel. Whereas most illnesses produce sympathy and support from ^ 
family, friends and neighbours, persons with AIDS are frequently feared and 
shunned" (WHO, 1994). 
In an atmosphere of public prejudice and hysteria, many government' first 
response was to try to identify and isolate those with the virus. A number of 
countries insist on foreign workers, students or potential immigrants being tested for 
HIV, and deny entry to those who test positive. Prisons and hospitals often 
segregate people with the virus. And there are numerous examples of people being 
tested compulsorily and then detained in prisons, camps or hospitals if found to be 
infected. In Cuba "test and isolate" approach has been taken to its logical 
conclusion. People identified as HIV positive through a programme of compulsory 
testing have been sent to special AIDS sanatoria, sometimes called "sidatoria". 
Inmates have been allowed to visit their families on occasional weekends, or to 
leave the sanatorium for business purposes, with a "chaperon", if deemed necessary 
by the authorities. But mandatory isolation has failed to stop the spread of the virus 
in Cuba - additional sanatoria have had to be opened. The only way to contain HIV 
is to help people adopt safer behaviour. Recognizing this, Cuban authorities 
announced at the World Health Assembly in May 1993 that as from June isolation 
would no longer be mandatory. Infected people are to be given the choice between 
living in the sanatorium and living at home and receiving care as an outpatient. 
Attempts to isolate or publicly identify people with HIV / AIDS are thus pointless. 
What is worse, they can actually fuel the spread of HIV. For one thing, they breed LO 
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complacency in others. The people outside the stigmatized, "tested" group feel '^ 
invulnerable, and then fail to make necessary changes in their behaviour, even 
though there is no way to identify everyone who is carrying the virus (WHO, 1994). 
Besides stimulating a false sense of security in the not-yet infected, 
discrimination encourages secrecy in those who are infected, or think they might be. 
It makes them afraid of making contact with the health and social services people 
whom they SO badly require at that junction. And by driving underground keeps 
people who would otherwise be the epidemic's most credible and sensitive witness, 
and invaluable allies in the fight against AIDS, remained uninformed and away. The 
history of epidemics shows that the instinct to blame and to isolate those believed to 
be responsible is a common response. Isolation of those affected by past epidemics 
such as smallpox, plague and tuberculosis may be understandable - because these 
diseases are contagious through everyday contact - although quarantine has never 
been an unqualified success. But in the case of AIDS, which is not "contagious" 
isolation is not only a gross human right violation; it is pointless and even 
dangerous (WHO, 1994). 
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CHAPTER 2 
REVIEW 
OF 
LITERATURE 
REVIEW OF LITERATURE 
A comprehensive review of literature is essential for any good research endeavour 
as it provides solid bedrock of information to aid researcher in accomplishing 
research work. A large number of studies have examined the various dimensions of 
HIV & AIDS. An attempt is here made to give a brief account of literature related 
to family dimension of person living with HIV/AIDS. 
The AIDS Handbook: A Guide to the Understanding of AIDS and HIV by 
J.Hubley (1990) is divided into seven chapters. The aim of this handbook is to 
prepare those who are involved in AIDS education in their family, community and 
workplace. The emphasis in the book is on the special needs of those working in 
developing countries. Particular attention is directed at describing the patter of 
AIDS and role of AIDSA education in developing countries. First four chapters 
attempt to provide factual information on AIDS. Chapter two explains the biology 
of the virus, the immune system and testing of HIV. Chapter three dwells on 
symptoms of the disease progression, AIDS and children, treatment and outcome. 
Chapter four explains facts about sexual transmission, sexually transmitted diseases, 
blood routes, mother to child transmission, oral routes, other routes by which HIV is 
not spread, risk to health workers and family of AIDS patients. Factual chapters are 
followed by chapter five, which describes the actions to be taken by communities to j - ^ 
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prevent the disease and the role of the World Health Organisation and National ^ 
AIDS Committees. Chapter six gives a brief review of counselling and its role in 
reducing risk behaviour supporting those infected with HIV/AIDS. Chapter seven 
provides guidelines on how to implement an action plan to run an AIDS education 
program in the community. The book steers a middle path and avoids providing an 
over-simplified description. It includes a short bibliography with technical reviews 
for the purspose of further readings. 
NGO Responses to HIV/AIDS in Asia (1992) edited by Jenny Huddart and 
Joyce V. Lyons contain case studies developed during workshops held in India and 
Thailand during 1991 and 1992. These workshops were organised and supported by 
the UNDP Regional Project. Some of the cases were field tested during the UNDP 
sponsored workshop " Developing NGO Business Partnership" held in Hua Hin, 
Thailand in June 1992. 
The collection of cases included in this volume provides an oppurtunity to 
share the experiences of a number of NGOs within the Asia Region as they 
developed and implemented their HIV/AIDS programmes. The organisations 
selected for inclusion in this case book represent a cross section of the types of 
programmes and organisational responses that are emerging fironm the non-
governmental sector throughout Asia. The cases are intended for those NGOs 
already involved in HIV/AIDS programmes to think critically about their own 
programmes and organizations, and to identify new strategies and approaches that 
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could be used to effect improvement. QT^ 
The book is divided into two major sections. Section I contains the six case, 
together with the associated learning objectives for each case and "Discussion 
Questions". Section II of this book contains some notes on each of the cases, called 
"Facilitators' Notes" which atre intended to help course facilitators to prepare their 
own analysis of the case. 
The themes in this book include: how NGOs can reach out into the community; the 
integration of HIV/AIDS interventions into existing programmes; planning and 
initiating programmes; finding and sustaining funded support; organizing and 
developing the NGO's human resources; working with volunteers; and monitoring 
and evaluation. 
AIDS prevention: The Socio Cultural Context in India (1992) by Pumima 
Mane and Shubhada A. Maitra attempts to fill the gap in the body of knowledge 
about HIV/AIDS in India. The book attempts to explore the intyricate and intimate 
interaction between HIV/AIDS and the specific socio cultural aspects that need to 
be taken into account for meaningful intervention at the policy planning level, 
research and grassroots action. The book is spread out in seven chapters. Initially, a 
comprehensive overview of the health status of the Indian people, their knowledge 
about health and hygiene is discussed. The health structure and its utilization and 
the multiplicity of health sysytem in India is presented as a backdrop for potential 
intervention. Chapter one deals with the social and cultural context of health in 
India. Chapter two explores the sensitive of sexuality, sexual practices, sexual 
health and illness in India. Chapter three explores the issue of condom and its place 
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in the lives of Indians. Chapter four deals with emerging profile of high risk 
behaviour groups in India. Chapter six gives details details of NGOs in India, their 
current status and potential for involvement in AIDS prevention and control efforts. 
Chapter seven attempts to develop priorities for interventions and their linkages 
with the socio-cultural ethos. The study highlights that meaningful intervention in 
AIDS prevention has been historically targetted at specific groups rather than 
behaviour. Often these groups are already marginalised, stigmatized, section of the 
society and raise several questions relating to their vulnerability. The study 
concludes with identification of priorities for intervention as well as research. 
Challenges of AIDS (1992) by Khurshed M. Pavri is amongst the few books 
written by an Indian Scientist. The volume, has tried to fill the information gap, 
divided into ten sections. The first section deals with the introduction of HIV/AIDS. 
Second section deals with factual information of transmission of HIV. Third section 
provides information about the virus and the test available in the country. Section 
four provides information about the origin of HIV and natural history of AIDS. 
Section five provides scientific detail about how HIV works and disables the 
immune system. Section six deals with the strategies for prevention. Section seven 
discusses the progress in the development of AIDS vaccine and related issues. 
Section eight works out plan for information, education and 
communication/counselling for effective prevention. Chapter nine and ten provides 
summary and conclusions. It is a lucid reading for everybody interested in knowing O 
scientific details about HIV/AIDS. ^ 
Understanding and Living with AIDS (1992) published by World Health 
Organisation Regional Office for South East Asia. It is an adaptation of the 
publication 'Living With AIDS in the Community' first written and produced in 
1991 in the Republic of Uganda by the AIDS control programs, Ministry of Health, 
the AIDS support organisation, UNICEF and WHO. The global program on AIDS 
revised it in 1992. The booklet is, meant for use of health workers and all those 
involved and interested in understanding AIDS and helping people to live with 
AIDS in the community. The contents of the booklet are details about HIV and 
AIDS and caring for yourself if someone have HIV infection or AIDS. 
The Social Context of AIDS (1993) edited by Joan Huber and Beth E. 
Schneider. Most of the authors represented in this volume are memebers of the 
Sociologist Aids Network, a group of activist, educators and researchers. This 
volume is presented to highlight the kinds of directions sociological research has 
taken in approaching the problem of AIDS. The first part, consisting of two 
chapters by Adam and Schneider, offers different, but parallel, conceptual 
framework from which research on social context, impact and consequences of 
AIDS may be conducted. In the second part, sociologists grapple with the social 
context and dynamics of risky behaviour of self identified gay men, women and 
who are partners of intravenous drug users and male prostitutes. In the last part, the 
four contributions provide analysis of the social context of treatment of persons 
with AIDS and public policy. Each chapter is a revision of a paper presented during rH 
the 1989 annual meeting of the American Sociological Associafion held in August ^ 
in sanFrancisco. This volume demonstartes multiple sociological approaches to the 
AIDS epidemic. 
Economic Implication of AIDS in Asia (1993) is a volume edited by David 
E. Bloom and Joyce V. Lyons. This volume is an outcome of United Nation 
Development Programme (UNDP) sponsored Regional Consultation on Economic 
Implication of HIV/AIDS in Asia and the Pacific, held at Banglore from May 25-
28, 1992. This volume starts with an introduction by one of the editors Joyce V. 
Lyons. Chapter two contains the seminal work of Mechai Viravaidya, Stasia A. 
Obremskey, and Charles Myers. The other papers included in this volume are the 
economic impact of AIDS on the Republic of Korea, the economic impact of AIDS 
on Malaysia, the economic impact on the Thailand's transport sector, the 
implications of AIDS for the Agricultural sector in Laos PDR economic 
consequenses of the HIV/AIDS in the Philippines, the economic implications of 
AIDS in Southeast Asia and a chapter by David E. Bloom and Sherry Glied on who 
is bearing the cost of the AIDS epidemic in Asia? 
The nine chapters according to the editors are unique in that they are the first 
attmept by economists to apply economic analysis to the problem of HIV and AIDS 
in Asia. The chapters fall into three broad groups, namely, country studies on the 
cost of medical care and the costs of foregone output associated with the epedimic 
impacts and focus on specific economic sectors and distribution of issues associated 
with the effects of the AIDS epidemic. This volume conveys three messages; it is ^ 
also a problem that has economic roots, consequences, and solutions. Second, the ^ 
epidemic imposes large costs can be averted by the immediate development and 
implementation of AIDS prevention stategies. 
Law, Ethics and HIV (1993) edited by Robert A. Glick contains the papers 
presented at the UNDP sponsored Inter-country Consultation on Law, Ethics and 
HIV held in Cube, Philippines between 3-6 May, 1993. This book reflects both the 
researches undertaken in advance of the Inter-country Consultation as well as much 
of the documentation introduced at the meeting itself This volume has been 
presented in three parts. Section one consist of issue papers commissioned by 
UNDP, which served as working documents for the Inter country Consultation. The 
topics discussed include law and HIV/AIDS at the work place, information law and 
privacy, family law, law and customs, and women and HIV/AIDS. Section two has 
the country papers from Thailand, malaysia, India, Papua New guinea, Singapore, 
Philippines, Indonesia, Sri Lanka, mangolia, and China. Section three presents the 
policy or strategy papers. They include HIV epidemic as a development issue, 
global epidemiology of HIV/AIDS, strategies for ethical and effective policy, public 
health versus individual rights in devloping countries and criminal law and HIV. 
The papers indicate that the Asia-Pacific region with the highest concentration of 
population on our planet could become the major battledground of HIV/AIDS in the 
decades ahead. The authors have not been content to explain the difficulties. They 
have gone to make recommendations dor the legal changes and the social reforms 
that are necessary for an effective response to HIV/AIDS. These reach down into ^ 
quite detailed ideas, which are worth ferlecting upon. In the absence of a vaccine or ^ 
cure for HIV/AIDS the only weapon available at the moment is behaviour 
modification. Therefore, lawyers, ethicists and public policy makers have to play a 
vital role in this epidemic. 
Promoting NGO/Business Sector Partnerships for AIDS Prevention (1993) 
edited by Joyce V. Lyons and Karen Y. Morita contains valuable insights and ideas 
contributed by the participants. It also documents the structure, the process and the 
content of the meeting so as to provide a model for others. The consultation 
meetings were held from 22-25 June, 1992 in the Royal Garden Village Hotel in 
Hua Hin, Thailand. The participants included representatives of business and NGO 
partners, government and UN organisations. The meeting was organised and 
supported by UNDP Regional Project, with assistance from World Health 
Organisation (WHO) 
In all there are three sections in this manual. Section one gives an 
introduction, section two presents the proceedings of each day session wise and 
section three has the annexures which include opening remarks by UNDP and 
WHO, list of participants, summary report, participants evaluations and the condom 
party. This manual has been prepared and will be of very good use to NGOs and 
business sector who would be interested or are already involved in AIDS prevention 
activities. 
AIDS in India: Myth and Reality (1994) by Gracious Thomas explains in 
simple language the concept and origin of HIV/AIDS. The means of transmission, ' ^ 
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target groups likely to be easily infected experiences of HIV/AIDS victims, and 
some of the behavioural patterns prevalent in India, particularly homosexuality and 
promiscuity. Some measures for the prevention and control of the disease are also 
discussed. 
There are eight chapters and an AIDS glossary in this book. Chapter one 
deals in brief about the potential target groups in India who are likely to be infected 
by HIV as well as transmit the virus to others. Chapter two explains in simple 
language about the disease AIDS, symptoms of HIV infection, HIV tests and the 
treatment options. Chapter three presents the history of the origin of AIDS, while 
chapter four describes the various means of HIV transmission. In chapter five some 
of the experiences of the victims of AIDS from within and outside the country are 
narrated. While chapter six concentrates on promiscuity, chapter seven examines 
the practice of homosexuaility in India. In chapter eight, the reader is provided with 
some information about the extent of the spread of AIDS in various parts of the 
country. Apart from this, certain cause regarding the prevention and control of 
AIDS are also discussed in the chapter. The AIDS glossary given in appendix 
explains several terms concerned with the disease AIDS. 
AIDS in the World: The Global AIDS Policy Coalition, Indian Edition 
(1994) is authored by Jonathan M. Mann, Daniel J. M. Tarantola and Thomas 
Wetter. The volume has a clear mission to provide information about the current 
status of the pandemic and the global response to it. To stimulate discussion and to _ J 
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shape understanding for the sake of action yet to come, the volume provides this PH 
information from the vantage point of the global AIDS policy coalition, which is 
independent of specific national or organizational interests. The volume argues that 
a creative revitalisation of efforts against AIDS is needed. As the pandemic expands 
and intensifies, the work against it is threatened by a loss of confidence and 
direction. The first edition of a global report on AIDS covers the period between 
1980s through mid 1992, and thus contains both retrospective and a current analysis 
of the pandemic's dimensions, shape, impact, as well as the range of societal 
responses. The volume spread over 1017 pages is divided into four parts and 
seventeen chapters. Part I deals with the impact of the epedimic. Part II decribes the 
global response. Part III explores and assesses the vulnerability to HIV infection 
and AIDS at individual and collective level. Part IV covers critical issues like policy 
and programmes, issues and new epidemics. It also contains references, notes and 
international guidelines etc. 
HIV and AIDS: Manual for Health Workers (1994) is published by 
Voluntary Health Association of India. The manual is developed keeping in view 
the fact that HIV and AIDS is one of the major public health problems to be tackled 
by all levels of health workers in the country in the comiSng decades. This manual 
introduces the subject of AIDS among the health care workers at the community 
level. The manual is divided into several areas. Health care workers focus on three 
areas: creating awareness about HIV/AIDS; supporting and caring for people with 
HIV/AIDS; and developing appropriate community attitudes. This manual gives ^£) 
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information and suggestion to help work on prevention and control HIV/AIDS. « 
HIV, Laws, Ethics and Human Rights (1995) edited by Jayasuriya is a 
compilation of papaers of an inter country consultation by the UNDP regional 
project of HIV and development organised in May 1993 held at Cebu in 
Philippines. The publication of this volume was expedited at the request of the India 
Law Institute. The global AIDS Law Conference organised by Institute of Law in 
december 1995 was the first International Conference dealing exclusively with HIV 
Law and the volume is a collection of thirteen articles contributed by eminent jurist, 
educationalist and lawyers across the globe. Article written by D.C.Jayasuriya 
describes the scope and extent of HIV/AIDS. Bernard M. Dickens deals with rights, 
duties and liabilities of health care practitioners in the context of HIV/AIDS . 
Ronald Bayer and Larry 0. Gostin has contributed an article on AIDS and ethics, 
Rebecca J. Cook on Women and Human Rights, John Dume on Drug and Vaccine 
Trials, Helen Watchris on the need for legislative protection for discrimination and 
privacy, Sev S. Fluss on HIV laws in Europe, Larry O. Gostin HIV laws in United 
States and lastly role of the judiciary and HIV laws by Michael Kirby. The volume 
contains eoght annexures providing Paris Declaration on AIDS (1994 & 1995), 
Ethical guidelines for biomedical research involving human subjects (1993) and 
bibliography. 
Sexual Behaviour and AIDS in India (1996) by Moni Nag is a volume 
which presents an early effort to bring into discussion on key issues related to 
sexuality and sexual behaviour in India. It vividly highlights the lack of information IN 
and the urgent need to promote research in this field. In this study the author has « 
examined collated and synthesised current research on sexuality in India - a country 
facing a devastating AIDS epidemic. The study brings together several scattered 
pieces of work undertaken in different parts of the country and has synthesised the 
resuhs of this research to examine sexual practices among youth, women, and men 
in urban, rural and tribal communities as well as of those who form a part of the sex 
trade. The study has woven in the discourse contemporary behaviour within cultural 
and historical context. The study is divided into ten chapters. First chapter deals 
with introduction to HIV/AIDS and available data. Studies on pre marital sex, extra 
marital, female sex workers and their clients, homosexuality, Hijras and male sex 
workers forms separate chapters. Research studies conducted on condom users in 
the country has been presented in chapter seven. Chapter eight explores the 
evidence and significance of sexual abstinence in India. Chapter nine lays down 
priorities of research in sexual behaviour and the last chapter summarises the salient 
features of current knowledge on sexuality and sex in India. 
NGOs Working with Sex Workers (1996) by A. J. Weeramunda is a detailed 
account of issues faced by ten non governmental organisations in India, Thailand, 
Malaysia and Sri Lanka working with sex workers. The study is a personal account 
by the author which attempts to illuminate some of the problems faced by HIV 
prevention workers. This study is part of the work of the UNDP Regional project on 
HIV and Development, through which lessons learned about the epidemic, and 
about community responses in the region are shared. 
The study is divided into nine sections. First section desrcribes summary of 
the finding and conclusions. Section two provides profile of NGOs surveyed in four 
countries. Section three provides background of the study. Section four explores the 
issues of building trust among sex workers for HIV prevention work. Section five 
delineates the NGO support for self help initiatives. Section six explores the 
feasiability of safe sex among sex workers. Section seven attempts to establish links 
between the poverty, sex workers and HIV/AIDS. Section eight explores ethical 
issues while working with sex workers. Last chapter provides identification of 
projects for documentation. 
Islamic Model for Control of AIDS (1996) by Dr. Javed Jamil focuses upon 
the religion of Islam and Islamic technique for controlling or preventing this 
dreaded disease. 
According to him, HIV/AIDS is not purely a medical problem it has social 
economic and ethical dimensions as well as we all know that. He mentioned 
specific and elaborate guidelines for sexual behavior. And for this, it is the direct 
impact of these guidelines that AIDS has not affected the Muslim countries as 
severely as it has affected the other countries. And also says that the incidences of 
AIDS are lower in Muslim countries than in the western countries as well as among 
Muslims living in the west. This book discusses the relevance of the Islamic model 
in a secular country like India. 
Answering your question about AIDS ( 1997) by Seth C Kalichman 
expresses about the personal and social tragedy of the AIDS crisis touches virtually 
everyone, for those who have not yet personally known someone's stricken by these 
dreaded diseases many celebrities have brought AIDS into our lives, for instance 
Actor Rock Huston basket ball superstar. Magic Jonson actress and comedian 
sandias church , activist Eligabeth Glasor, film actor Anthony Perkin and so on are 
among the thirteen million people in the world could have been infected with HIV 
(human immune deficiency virus). According to him, from very beginning 
education has been the first line of the defense against AIDS. 
This book represents a sorting through the questions people found in the hot 
lines. It is the first book that tries to answer the question that you may actually have 
about AIDS, not the question someone thinks you have. His (Author's) approach is 
that there are no such things as a question not worth asking. This book answer 
America's question with the scientific information currently available. 
Socio Economic Implications of the Epidemic (1997) is a volume edited by 
Peter Godwin. It is a compilation of a series of reports and papers produced by the 
UNDP Regional project between the year 1994 and 1996. The study is divided into 
four chapters. The first chapter 'Socio-Economic implications of the epidemic 
presents an overview of the economic, social and sectoral impacts that the current 
HIV epidemic is likely to have in Asian Countries. The next three chapters deal in 
more details with some specific issues; and examine what is likely to happen in O 
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Asia. Chapter two of Chales Gilks considers the impact of health sysytem in India, ^ 
and noted the critical importance of anticipating this impact. Chapter three, a study 
in the state of Tamil nadu, India by K. Sathnamurthy and Suniti Solomon highlights 
the high degree of economic devastation, prejudice and discrimantion faced by 
people living with HIV. Peter Godwin uses the kind of insights described in the 
earlier chapters to look at Vietnam's over all social development scene, and makes a 
general areas of work in future. 
Confronting AIDS: Public Priorities in a Global Epidemic (1997) is World 
Bank policy research report by Martha Ainsworth and Mead Over. The study 
provides information and analysis to help policy makers, development specialists, 
public health experts and others who shape the public response to HIV/AIDS to 
design an effective strategy for confronting the epidemic. It draws upon three 
bodies of knowledge: the epidemiology of HIV : public health insights into disease 
control; and especially public economics, which focuses on assessing tradeoffs in 
the allocation of scarce public resources. The report offers persuasive evidence that 
for 2.3 billion people living in parts of the world where the epidemic is still nascent, 
there as a need for an early active government response to encouraging safer 
behaviour among those most likely to be affected by the virus. This approach has 
the potential to avert untold suffering and save millions of lives. In countries where 
the virus has spread widely in the gfeneral population, prevention is the most cost 
effective way to reduce infection rates. Much has beenh written on the epidemic 
from the perspective of public health, medical science, and human rights. This 
report differs by addressing the epidemic in a way that fits more closely to the 
perspective of decision makers outside the health sectors. 
The report is divided into six chapters. First chapter provides basic 
information about the nature of HIV/AIDS, the extent of the epidemic and its 
current and future impact. Chapter two dwells upon the strategic lessons learnt from 
epidemiology of HIV. Chapter three explores the domain of public policy as well as 
provides efficient and equitable strategy for preventing HIV. Chapter four describes 
the impact of AlDS and coping strategy. Chapter five explains how important it is 
for Government to bear the responsibility for protecting their citizen from the 
spread of the HIV epidemic and for mitigating the worst effects once it has spread. 
The role of bilateral and multilateral donors has been discussed. Chapter six 
summarizes the main policy recommendations and discusses oppurtunities for 
countries to change the course of epidemic. 
The Looming Epidemic: The Impact of HIV and AIDS in India (1998) is a 
volume edited by Peter Godwin. This volume is a collection of conceptual and 
analytical framework, with findings of all the reports of small-scale research studies 
attempting to answer some basic questions about HIV/AIDS. The chapter shape an 
outline of the coming impact of the rapidly spreading HIV/AIDS epidemic in India. 
The volume aims to suggest some of the tools that will be needed to shape policy 
and programmes in the coming decade to respond to the HIV/AIDS epidemic and 
some of the issues that will need to be addressed. 
to 
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The editor Peter Godwin introduces the problem as another social development 
crisis followed by eight chapters. He deals with the issues involved in HIV 
epidemic under chapter one. Lalit M. Nath provides an overview of the epidemic in 
India. Chapter three provides finding of the study 'Changes in mortality in Mumbai: 
Monitoring mortality to analyse the spread of HIV by Emmanuel Eliot. In 
subsequent chapter, Indrani gupta deals with planning for socio economic impact of 
epidemic at individual level and cost of illness in the country. S. C. Chawla et. al, 
authored chapter five dealing with the morbidity and mortality patterns in the 
hospitals to monitor the impact of the epidemic. Chapter six by Subhash Hira deals 
with HIV infection in the workforce and its perceived impact on industry. Tony 
Bamett deals with the epidemic in rural communities drawing lessons from African 
experiences and its relevance for India. The last chapter by Shahid Ashraf and Peter 
Godwin deals with gender differentials and special vulnerability of women to 
HIV/AIDS in the country. 
Sex, Lies and AIDS (2000) by Siddhart Dube is a critical addition to the 
literature on HIV/AIDS in the country by an Indian author. The purpose of the 
study is to learn about prevention and to understand why India is today suffering 
from severe and worsening epidemic of HIV/AIDS. It also explores the potential of 
prevention by acting in right ways. It is divided into five sections. First secfion of 
the study deals with the issue of sex I the age of AIDS. Second secfion deals with 
the period between 1986-1991, which saw emergence of HIV in the country and 
explores the neglect and general hysteria. Third section deals with the period 1992 
onwards and explores the complex societal response to disease and its linkage with 
poverty, prejudice and develops twelve case studies from diverse socio economic 
sub groups affected by AIDS. Fourth section explains the horrific future of HIV if 
not controlled. It includes an annexure about how to have safer sex and 
understanding HIV/AIDS, a bibliography for further reading and information of 
organisation in India providing services of HIV prevention. 
Sexuality in the time of AIDS, Contemporary Perspective from 
Communities in India (2004) edited by Ravi K. Verma Pertti J. Pelto, Stephen 
L.Schemsul and Archana Joshi. This volume is a collection of essays as an outcome 
of ten years of research, efforts and intervention programmes, among an informal 
network of Non Governmental Organizations (NGOs) and individual researchers in 
academic settings. Editors refer to the group as the 'sexuality behavior research and 
network'. The network came into existence as a result of a programme of the Ford 
Foundation (India) that was originally designed to develop improved applied social 
science research in reproductive health, with a focus on women's health. 
Editors in this book included 16 essays organized around four major themes 
of sexuality i.e. premarital sexuality; marital and extra-marital sexuality, sexual 
problems & prevention and lesson learnt. 
First section of this book comprises of four essays discussing premarital 
sexuality in four different contexts and focuses on street children, male sex worker 
m Banglore. Other sections focus on pornographic material as the major source of LO 
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sex education for young generation. Other five essays incliTded tHe-marital and 
extra-marital sexuality issues and different policy implications. 
AIDS in Asia (2004) is a volume edited by Jai P. Narain focusing on Asia & 
recognition of the tremendous importance of HIV/AIDS as an unprecedented health 
and development threat in the region. It highlights the many advances in HIV 
research, as well as the new initiatives and their applications throughout the 
developing world, particularly in Asian context. 
In this book editor describe the situation in Asia, programmatic issues and 
challenges, and the responses required both in areas of the national AIDS control 
programmes and in research development. The editor also tackled about the social 
dimension and potential economic dimension about this epidemic. 
In this book role played by injecting drugs user in the AIDS epidemic and 
the close connection/correlation between STI and AIDS are explained 
comprehensively by other contributors. 
He also covers in the area of care and support and about antiretroviral 
therapy (ART). Editor's point of view that HIV/AIDS cannot be tackled by the 
health sector alone, but it requires a broad multi-sectoral response. 
The book focuses on a few critical areas that are of practical use to national 
AIDS control programmes, health care, workers, academicians and NGO's active in 
the area of HIV/AIDS prevention care. The book covers the most crucial aspects of 
HIV/AIDS pandemic as it unfold in Asia. 
AIDS and Civil Society: India's learning curve (2005) by Radhika 
Ramashubban and Bhanwar Rishyasring offers for the first time an inside view of 
NGO-led HIV/AIDS intervention on the ground. According to them, the NGO 
sector is the most visible face of civil society activism in India today, and NGOs 
have to offer the most creative and comprehensive response to the complex 
challenges of the HIV/ AIDS epidemic. 
Authors mention that, the case studies in the book are candid in the way they 
discuss experiments and failures, frustrations and triumphs and most importantly, 
learning curves in relation to both disease and society. For them, the stories bring 
alive some of the complex social and cultural issues surrounding HIV/AIDS in the 
country. In a fundamental sense, the introduction, overviews and case studies in the 
book bring the most unexamined, unquestioned and resilient aspects of Indian social 
and cultural organization that the 'social and moral order' and the way society 
perceives and respond to challenges to this order. Author's points of view in this 
book, that growth of an enlightened understanding about HIV/AIDS among the 
general public is an essential precursor for cogent public debate around the many 
faces of the epidemic and their linkages to larger in context of economic, political 
and social issues. For, it is only when HIV/ AIDS moves out of the margins and the 
realm of 'the other', and becomes everybody's business and concern, that there will 
emerge a basis for the erosion of the terrible discrimination against those affected 
by the disease, and for public pressure for more effective policy for its control. 
Author also focuses on six NGOs in intervention that have been at the cutting 
edge of efforts to combat the epidemic since the earliest days of the 'virus 
appearance in the country. There are six NGOs sections in this book, corresponding 
to the six areas in which the NGO s work. Each NGO section begin with a short 
over view by the editor that lays out the principle issue pertaining that particular 
area of the HIV /AIDS epidemic 
HIV/AIDS Education (2005) by R C Mishra focuses upon education in context 
of HIV/AIDS. According to him education can play a vital role for preventing 
HIV/AIDS. He explain the what type of relation should be between teacher and 
student. He explain the what type of relationship should be between teacher and 
student. Teacher should have knowledge about HIV/AIDS and other STI diseases 
and also deliver lecture to students. 
According to him health education is the only means to enable people to 
make life saving choices for this disease, for instance, avoiding indiscriminate sex, 
using condoms etc. Women suffering from AIDS or who are at high risk of 
infection should avoid becoming pregnant since infection can be transmitted to the 
unborn or new bom. Education and guidelines for prevention should be made 
widely available. 
He also talked about textbook on HIV/AIDS in primary and secondary 
school level. Girls are more vulnerable for our social customs and cultural values. 
They cannot talk about HIV/AIDS to anyone. So, through education or a particular 
topic on HIV/AIDS they can easily get knowledge about HIV/AIDS and other STIs. 
AIDS, Awareness through Community Participation (2006) by 
Meenu Sharma says about the epidemic of HIV/AIDS. The HIV has taken the firm 
of an epidemic and is also one of the leading causes of life threatening disease such 
as tuberculosis, cancer, dementia and eventually death amongst the productive and 
reproductive sections of the population. 
The present study was undertaken with abroad objective to create awareness 
about AIDS amongst most venerable sections of the society using community 
participation approach. The sample for the study comprised of the commercial; sex 
workers, the truck drivers and the rickshaw puller. Community participation was 
ensured at various stages of the intervention such as development of the audio-
visual aids training of few members of the sample communities as peer educators as 
well as conducting of HIV AIDS related outreach activities within their respective 
communities by the peer-educators. 
The study depicted finding of a wider significant in terms of recognition of 
not merely superficial but core factors enhancing samples vulnerability to 
HIV/AIDS. 
Author's main focus is creating awareness through community participation 
in her book. 
AIDS is undoubtedly the most devastating pandemic mankind has ever 
faced. As a cure remains elusive the disease continues to propel the evanescence of 
life. Today, the global community seems to be struggling as the disease rips apart 
the social and economic fabric of the society by killing people in prime of their 
youth, rendering millions of children ,orphans and shattering homes and hopes alike 
with remote prospect for a cure or vaccine, the challenge to contain the spread of 
HIV has become imperative. 
According to author, although no culture or community is known to be immune 
to AIDS yet, certain populations are more vulnerable to the disease because of their 
high risk behavior. The book delves into the live of some such communities with a 
modest attempt to create AIDS awareness amongst them. It focuses documenting 
high risk behavior as well as delineating factor fuelling them. A concerted afford 
has been made to understand various issues that can effect desirable behavior 
change in context to HIV/AIDS. The endeavors also envisages to demonstrated how 
community participation can be effectively use in rising HIV AIDS awareness in 
achieving sustainability of the programme . 
Psychological Perspective of HIV and AIDS (2006) edited by M 
Rajamanickam contains valuable study of HIV/AIDS in context of psycho-social. 
He tracing the origin and spread of this deadliest disease across the world. He also 
critically analysis pre and post psyche of AIDS patients. With special emphasis on 
faulty sexual exercise co-marital sex swinging, sexual sadism, sexual masochism, 
pedophilia and homo sexuality. 
According to him, human sexual activities is not new in its function, it was 
on going on right from the time when men was born in this world. There were sex 
disease like the venereal disease, syphilis and gonorrhea. Million of men died of 
these disease and men was able to conquer these by discovering suitable medicines 
and methods of treatment. This disease, the HIV/AIDS can't be said as absolutely 
new in origin. The editor in his book talks about very useful purpose among all 
section of the people in our country about HIV/AIDS. 
In this book editor main objective is to highlight the psychological 
perspective of the victimized person. 
CHAPTER 3 
Geographical 
Perspective on 
HIV/AIDS 
GEOGRAPHICAL PERSPECTIVE ON HIV/AIDS 
The twin plagues of HIV and AIDS certainly count among the least tractable 
epidemiological disasters facing today's world. Initially diagnosed in one of the 
developed country i.e. USA in 1981, the epidemic of HIV/AIDS was first tracked 
among populations of homosexual and bisexual males. But as it reached developing 
countries like India the epidemic spread incresingly through heterosexual contacts, 
with its scopegrowing all faster (Ghosh, 2002). 
HIV/AIDS: The Global Situation 
Estimates by the Joint United Nations Programme on HIV/ AIDS (UNAIDS) 
and the World Health Organization (WHO), a co sponsor of the joint programme, 
indicate that by the end of 2007 over 33.2 million people were infected with HIV 
the virus that causes AIDS, the beginning of the epidemic (UNAIDS, 2007). 
Unless a cure is found or life-prolonging therapy can be made more widely 
available, the majority of those now living with HIV will die within a decade 
(UNAIDS, 1998b:7). These deaths will not be the last, there is worse to come. The 
virus continues to spread, causing nearly 6800 new infections a day. During the 
year 2007 alone, 2.5 million new HIV infections were reported, despite the fact that g* 
more is known now than ever before about what _ works to prevent the spread of 
the epidemic. The global summary of HIV / AIDS epidemic is given in table 3.1 
Today, although one in every 100 adults in the most sexually active age 
bracket (15-49) is living with HIV, only a tiny fraction knows about their infection. 
Because people can live for many years with HIV before showing any sign of 
illness, the virus can spread unobserved for a long time. In the face of other pressing 
concerns, it has been relatively easy in many parts of the world for political, 
religious and community leaders to overlook the significance of the epidemic. AIDS 
cases and AIDS deaths, are growing in the world and there are few countries where 
it is still possible to be ignorant of the scale of the disease. Some 2.1 million people 
died of AIDS during the year 2007. In roughly the same number again HIV 
infection developed into symptomatic AIDS. 
Table 3.1: Global Estimates of the HIV/AIDS epidemic, December 2007 
Number of People 
Living with HIV/AIDS 
New HIV infection in 
2007 
AIDS deaths in 2007 
Adult 
30.8 
(28.2-33.8) 
2.1 
1.7 
Women 
15.4 
-
-
Children<15years 
2.5 
0.42 
.33 
Total 
33.2 
2.5 
2.1 
Source : UNAIDS/WHO: AIDS Epidemic update : December 2007 
HIV has more than doubled the adult death rate in some places, and is the 
single biggest cause of adult death rate in some places, and is the single biggest Q 
(1) 
cause of adult death in many in many others. Indeed HIV/AIDS is among the top ^ 
ten killers world wide, and given current levels of HIV infection, it may soon move 
into the top five, overtaking such well-established causes of death as diarrhoeal 
diseases. 
Nearly 0.42 million children were infected with HIV in 2007, mostly through 
their mothers before or during birth or through breastfeeding. The number of 
children under 15 who have lived or are living with HIV since the start of the 
epidemic in the late 1970s has reached around 13.2 million. However, recent 
developments in the understanding of mother-to-child transmission and in drug 
research holds out a promise of reducing the number of child infections, at least in 
populations where pregnant women can choose to be tested for HIV. 
HIV infections are concentrated in the developing world, mostly in countries 
least able to afford to care for infected people. In fact, 89 percent of people with 
HIV live in Sub-Saharan Africa and the developing countries of Asia, which 
between them account for less than 10 percent of global Gross National Product. 
While in some countries HIV has remained at roughly the same low levels for a 
number of years, others, currently at similar absolute levels of prevalence, are 
experiencing a rapid spread of the virus. It is these countries that have the greatest 
potential to avert epidemic spread by acting quickly. 
It is clear that infection rates are rising rapidly in much of Asia, Eastern 
Europe and Southern Africa. The picture in Latin America is mixed, with ^ 
<v 
prevalence in some countries rising rapidly. In other parts of Latin America and P^  
many industrialized countries, infection is falling or close to stable. This is also the 
case in Uganda, one of the earliest countries to record epidemic growth in HIV 
infection; in Thailand, where the rapid spread of PflV has been checked by active 
prevention programmes, and in some West African countries. Although the 
situation is improving among many groups, larger numbers of new infections still 
occur every year in these countries. 
The Regional Situation 
To develop an insight about regional spread of HIV/AIDS epidemic, available 
statistics is presented in the table below 
Table 3.2 : Regional HIV and AIDS statistics, 2007 
Geography 
& 
Year 
Sub-Saharan Africa 
Middle East & North Africa 
South and South -East Asia 
East Asia 
Oceania 
Latin America 
Caribbean 
Eastern Europe and Central Asia 
Aduhs 
and 
children 
living 
with HIV 
2250000 
380000 
4000000 
800000 
75000 
1600000 
230000 
1600000 
Adults and 
children 
newly 
infected 
with HIV 
170000 
35000 
340000 
92000 
14000 
100000 
17000 
150000 
Adult 
prevalenc 
e (%) 
5.0% 
0.3% 
0.3% 
0.1% 
0.4% 
0.5% 
1.0% 
0.9% 
Aduk 
and child 
deaths 
due to 
AIDS 
160000 
2500 
270000 
32000 
1200 
58000 
11000 
55000 
^ 
^ 
Western and Central Europe 
North America 
TOTAL 
760000 
1300000 
33200000 
31000 
46000 
2500000 
0.3% 
0.6% 
0.8% 
12000 
21000 
2100000 
HIV/AIDS in Africa 
Africa is not uniformly affected by HIV/AIDS, as a mosaic of regional epidemics 
continue to progress with varied intensity and velocity. Such factors as economic 
disparity, civil conflict, social and cultural uprooting linked to intense migration, 
insufficiencies in prevention and care programmes, and power gaps linked to 
gender, age, and economic differences continue to fuel HIV epidemics across the 
continent (UNAIDS 2004). Sub- Saharan Africa remains by far the most devastated 
region on earth, accounting for nearly two-thirds of all people living with 
HIV/AIDS, more than three-quarters of all women living with HIV/AIDS, and one-
third of all deaths from the disease worldwide. Some 22.5 million people were 
living with HIV/AIDS in sub-Saharan Africa as of the close of 2004. While HIV 
prevalence in the region has shown some signs of stabilizing at about 5.0%, the 
trend may not present hope for optimism: the stabilization may actually indicate that 
as many people are becoming newly infected with HIV as there are those dying 
from HIV/AIDS. Furthermore, the southernmost nine countries are home to 30% of 
the total number of people living with HIV/AIDS worldwide, even though this 
geographic area accounts for only 2% of the global population (UNAIDS, 2007). 
South Africa is the country with the largest number of HIV infections in the 
world. HIV prevalence among pregnant women is at 29% (Department of Health, 
South Africa, 2007). 
HIV/AIDS in Asia 
In Asia, national HIV prevalence is highest in South-East Asia, with wide variation 
in epidemic trends between different countries. While the epidemics in Combodia, 
Myanmar, and Thailand all show declines in HIV prevalence, those in Indonesia 
(specially in Papua province) and Vietnam are growing. Although the proportion of 
living with HIV in India is lower than previously estimated its epidemic continues 
to affect large numbers of people. Overall in Asia, an estimated 4.9 million people 
were living with HIV in 2007, including the 440000 people who became newly 
infected in the past year. Approximately 300000 died from AIDS related illness in 
2007. 
Although HIV infections have been reported in each of China's provinces, 
most of the people living with HIV in China are believed to be in Henan, 
Guangdong, Guangxi, Xinjiang, and Yunnan provinces (Ministry of Health China, 
2006) were infected during injecting drug uses with contaminated equipment, while 
a similar proportion acquired the virus during unprotected sex. (Ministry of Health 
China, 2006). 
Although the epidemic is still dominated by injecting drug use, recent data 
indicate an emerging epidemic among men who have sex with men in the main ^ 
01 
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cities and it is estimated that as many as 7% of HIV infections could be attributed to 
unsafe sex between men. Studies have found HIV prevalence among men who have 
sex with men ranging from 1.5% in Shanghai, 1.7% in the south and 3.1% -4.6%) in 
Beijing. The overlap in injecting drug use and sex work is an important factor in 
HIV epidemic in China. 
New more accurate estimates of HIV indicate that approximately 2.5 million 
people in India were living with HIV in 2006, with the national aduh HIV 
prevalence of 0.36%. Although the proportion of people living with HIV is lower 
than previously estimated, India's epidemic continues to affect large number of 
people. 
The revised estimates are based on an expanded and improved surveillance 
system, and the use of more robust and enhanced methodology. The inclusion of the 
resuh of the recent national household survey (the National Family Health Survey 
3, conducted in 2005-06) in the estimation process contributed significantly to the 
revised estimates. Over 100000 people were tested for HIV in the survey which was 
first national population based survey to include a component on HIV (NFHS-3, 
2007) 
In addition, India has expanded its HIV sentinel surveillance system in recent 
years and the number of surveillance sites increased from 155 in 1998 to 1120 in 
2006. Data from pregnant women attending antenatal clinics, people attending 
sexually transmitted infections clinics and population groups that are at a higher risk 
of exposure to HIV are included in the surveillance. 
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Prevalence trends in India vary greatly between states and regions. Even in 
the four southern states (Andhra Pradesh, Karnataka, Maharashtra, and Tamil Nadu) 
where the large majority of people living with HIV are residing, HIV prevalence in 
six varies and the epidemic tends to be concentrated in certain districts (NACO, 
2005). Reported adult HIV prevalence in six states included in the recent national 
population based survey (NFHS-3, 2007) varied from 0.07% in Uttar Pradesh, to 
0.34% in Tamil Nadu, 0.62% in Maharashtra, 0.69% in Karnataka, 0.97% in 
Andhra Pradesh, and 1.13% in Manipur. Prevalence in all other states together was 
0.13%. An earlier analysis of sentinel surveillance data also showed that HIV 
prevalence in southern states overall was about five times higher than in northern 
states in 2000-2004. 
Data from the expanded 2006 sentinel surveillance show stable or declining 
prevalence among pregnant women in Tamil Nadu, Maharashtra, Karnataka, and 
Andhra Pradesh, but high HIV prevalence among sex workers, and rising HIV 
prevalence among IDUs and MSM in a few states. Outside of the north east of the 
country, where the use of contaminated drug injecting equipment is a key risk 
factor, HIV appears to be spreading mainly as a result of unprotected sex between 
sex workers and their clients, and their respective other sex partner. Prevention 
programmes focusing on sex workers and their clients, and their respective other 
sex partners. 
In Pakistan HIV prevalence is increasing among IDUs. HIV prevalence - ^ 
remams low m other population at higher risk of infection. Among female sex M 
workers in Karanchi, HIV prevalence in 2005 was 2% while it was below 1% in 
Lahore and Rawalpindi (National AIDS Control Program Pakistan, 2005) 
The estimated number of people living with HIV in Vietnam has more than 
doubled between 2000 and 2005 from 120000 to 260000 (Ministry of Health 
Vietnam, 2005). The main risk factors associated with HIV infection are the use of 
contaminated injecting equipments and unprotected sex with non-regular partners or 
sex workers. Among IDUs in Vietnam, prevalence increased from 9% in 1996 to 
about 34% in 2005. 
The HIV epidemic in Indonesia is among the fastest growing in Asia. The 
majority of HIV infections are estimated to occur through the use of contaminated 
injecting equipment, unprotected paid sex and to a lesser extent, unprotected sex 
between men. 
In Cambodia there is evidence that well focused and sustained prevention 
efforts can help reverse an HIV epidemic. Nationally HIV prevalence has fallen to 
an estimated 0.9% among the adult population in 2006, down from a peak of 2% in 
1998. 
The number of new annual HIV infection in Thailand continues to decline, 
although the decline in HIV prevalence has been slowing in recent years as more 
people are receiving ART. More than 4 in 10 (43%) new infections in 2005 were 
among women, the majority of whom probably acquired HIV from husbands or 
partners who had been infected either during unsafe paid sex or through injecting 
drug use. 
ON 
The epidemic in Myanmar is also showing signs of a decHne, with HIV 
prevalence among pregnant women from 2.2% in 2000 to 1.5% in 2006 (National 
AIDS Programme Myanmar, 2006) 
Table No 3.3 HIV/AIDS : The Global Time Line 
Year 
1918-19 
1945-55 
1978 
1980 
1981 
1982 
1983 
Period 
Winter 
Early 
Fall 
November 
March 
Middle 
August 
December 
Early 
May 
Landmark 
550000 Americans died of influenza 'A': 25 million 
deaths worldwide. 
PoHo Epidemic kills 20000 Americans 
Unknown Virus probably being transmitted among the 
first cases. 
First cases of "new pneumonia" reported 
CDC publishes first reports of a rare pneumonia 
affecting 5 gay men in Los Angeles, followed by first 
cases of KS in New York 
Term "gay cancer" emerges; there are 108 cases of gay 
cancer nationwide. 
Term GRID appears, which stands for Gay-related 
Immune Deficiency: there are 200 cases of GRID 
reported by years end 
First transfusion-related case identified; concerns about 
blood supply begin. 
The syndrome is named AIDS 
San Francisco's AIDS Foundation is established. 
First cover story on AIDS in BAR(Bay Area Reporter, 
San Francisco) 
First hemophiliac cases are reported. 
First Hotline opens in New York City. 
The term ARC(AIDS Related Complex) emerges. 
The total number of PLHA in America was 1,112. 
Scientist in France and U.S conclude that the cause of 
AIDS is a retrovirus. 
Ronald Regan says the word "AIDS". 
1984 
1985 
1986 
1987 
1988 
1989 
1990 
1991 
October 
December 
Early 
July 
February 
March 
April 
May 
June 
Late 
Early 
March 
June 
July 
December 
August 
December 
January 
February 
July 
Early 
The city of San Francisco closes all gay bathhouses. 
First AIDS Candle light March in San Francisco. 
Australia and Western Europe create needle exchange 
programs to fight the spread of AIDS. 
TIME Magazine marks first major coverage of PWAs in 
a mainstream periodical. 
Blood banks begin testing donated blood as FDA 
approve test. 
ELISA test kit licensed 
First anonymous test sites open 
AZT Appears 
First International AIDS conference 
AIDS has now been reported in 51 countries 
Vice-President Bush says, "AIDS is an epidemic." 
91% of all US insurance companies deny coverage to 
HIV-positive individuals. 
TIME Magazine states that 1 million individuals are 
HIV positive. 
The Pope hugs a PWA 
After four years in office, President Reagan publicly 
addresses AIDS for the first time. 
First documented case of HIV2 in U.S. discovered in 
New Jersey. 
Studies say AZT delays onset of AIDS. 
The World Health Organisation (WHO) institutes " 
World AIDS Day" to be held every December 1. 
Dr. Lorraine Day, San Francisco Surgeon, claims AIDS 
is airborne. 
Surgeon General Koop says HIV will become a chronic 
manageable disease. 
Americans with Disabilities Act includes people with 
HIV/AIDS. 
WORLD publishes first newsletter, by and about 
women living with HIV. 
1992 
1993 
1994 
1995 
1996 
1997 
1998 
1999 
September 
November 
July 
October 
December 
February 
October 
Middle 
Early 
June 
November 
December 
Early 
Middle 
June 
December 
March 
First reported use of cornbination antiviral therapy 
(AZT). 
Clinton elected, stating that first order of business is 
AIDS, recommends sizable increases in Ryan White 
CARE Act funding. 
FDA approves female condom. 
Ninth International AIDS conference in Berlin reports a 
vaccine or cure may never be found. 
Red Ribbon postage stamp released. 
Treatment with AZT becomes the standard of care to 
avoid perinatal HIV transmission. 
Experimental viral load testing begins. 
CDC announces that AIDS has become the leading 
cause of death among 25-44 years old Americans. 
First HIV antibody home test, 'Confide' is approved. 
Oral Collection(OraSure) for HIV antibody test ia 
approved by the FDA. 
Worldwide death toll = 6.4 million; worldwide HIV 
infected total = 22.6 million. 
Congress passes law to discharge all military personnel 
living with HIV, currently more than 1000 individuals. 
The provision is later repealed. 
Estimated to be 30.6 million cases of HIV/AIDS 
worldwide; 11.7 million are dead; of those, 8.9 million 
are adults and 2.8 million are children under the age of 
15. 
AIDS deaths in the U.S. drop by 47%. 
Studies show needle exchange programs prevent the 
spread of HIV and do not lead to increased drug use. 
Hepatitis C looms as the next coming epidemic. 
Twelth International AIDS Conference is held. 
AIDS is the leading cause of death in Africa and kills 
more people worldwide than any other infectious 
disease. 
First FDA approved phase-Ill HIV vaccination trial 
2000 
2001 
December 
May 
June 
begins 
Two million Africans died of AIDS in the year 2000. 
WHO estimates 36 million people living with HIV 
worldwide; 25 million in Africa; 5.8 million in 
Southeast Asia; 1.4 million in Latin America; 920000 in 
the U.S. Nearly 22 million have diedd worldwide. 
Thirteenth Annual National Conference on Social Work 
and HIV/AIDS. 
According to United National Statistics, the number of 
people living with HIV over the next 20 years will top 
150 million. By the year 2020, HIV will have killed 
more people than any other disease in history. 
The first time a United Nations General Assembly 
Special Session has ever been convened to discuss a 
disease. 
Evolution of HIV/AIDS Epidemic in India 
Like most countries in South East Asia, India has shown a steep rise in 
HIV/AIDS cases. In April 1986, for the first time, HIV seropositive was recorded 
among ten female prostitutes in tamil Nadu (Simoes, et. Al., 1993)With in the next 
few month of first case the presence of HIV infection was confirmed among female 
sex worker in few other cities of Tamil Nadu and Maharashtra. So it is quite likely 
that HIV had reached India in the early 1980's and had been quietly cycling 
between sex workers and their clients, some of whom were transmitting the 
infection to their wives. 
The first case of AIDS was reported in May 1986. The source of infection 
was traced to blood transfusion during a coronary bypass surgery in the USA, prior 
to the introduction of HIV screening in that country (Pavri, 1992). The second case, 
reported a month later, was a haemophiliac patient who had also received blood 
transfusion in the USA (Ramachandran, 1992) thus reflecting the foreign contacts 
for the cause, however this misleading belief was short-lived because soon 
afterwards AIDS and HIV were confirmed in Indians without a history of foreign 
travel. 
The earliest case of suspected HIV in India was reported in August 1984.The 
patient was a blood donor who used to visit Female Sex Workers (FSWs) in 
Vellore, Tamil Nadu. His HIV infection was suggested by retrospective and indirect 
evidence and could not be confirmed because serological testing for HIV was 
initiated in India only in October 1985 at the Christian Medical College, vellore and 
National Institute of Virology, Pune (John,et. Al.,1989) 
HIV Prevalence in India 
Table presents the time trend of HIV prevalence among adults (15-49) by sex 
during 2002-06. The HIV prevalence for adult males and females together has been 
showing a declining trend during past five years. It was 0.36% in the year 2006 
against 0.45% in 2002. The adult prevalence among women has declined to 0.3% in 
2006 to 0.36% in 2002 while among men it has declined to 0.43% in 2006 from 
0.53% in 2002. 
Table 3.4 : Adult prevalence by Sex 
Sex 
Female 
Male 
Total 
HIV Prevalence 
2002 
0.36% 
0.53% 
0.45% 
2003 
0.35% 
0.50% 
0.43% 
2004 
0.33% 
0.48% 
0.41% 
2005 
0.31% 
0.46% 
0.39% 
2006 
0.30% 
0.43% 
0.36% 
The percentage of infections among males and females was around 60 and 40 
respectively as shown in the table 
Table 3.5 : Percent Distribution of HIV infections by sex and year 
Sex 
%)Female 
%Male 
Total infection 
(in million) 
2002 
39.1 
60.9 
2.73 
2003 
39.1 
60.9 
2.67 
2004 
39.1 
60.9 
2.61 
2005 
39.1 
60.9 
2.54 
2006 
39.1 
60.9 
2.47 
Table 3.4 presents the proportion of estimated number of PLHA by age and time. 
Accordingly, of the 2.5 million PLHA in 2006, 88.7% are adults, 7.5% are aged 50 
and above, while 3.8% are children. The proportion of infections among children 
and aduhs above 50 years of age has been slightly increasing during the past five 
years. It was 3%) among children and 5.8% among aduhs beyong the age of 50 in 
2002. 
Table 3.6: Percent Distribution of HIV infections by age 
Age Group 
>15 
15-49 
>50 
Total Infection 
(in million) 
2002 
3.0% 
91.2% 
5.8% 
2.73 
2003 
3.2% 
90.4% 
6.4% 
2.67 
2004 
3.4% 
89.8% 
6.9% 
2.61 
group and year 
2005 
3.6% 
89.2% 
7.2% 
2.54 
2006 
3.8% 
88.7% 
7.5% 
2.47 
Major proportion (64%) of the HIV burden in India is in the six high prevalence 
states. Figure ... depicts the percentage of total HIV burden in six high prevalence 
states and in remaining states. 
AndhraPradesh 21.20% 
Kamataka 11.20% 
Maharashtra 20.00% 
Manipur 1.00% 
Nagaland 0.80% 
Tamil Nadu 10.00% 
Remaining.States 35.80% 
HIV/AIDS in Delhi 
Delhi, the capital of India is the third largest city of India. Its history begins with 
the creation of Indraprastha during the Mahabharata age. Yamuna is witness to the 
glorious 5,000 year old history of Delhi. Modem Delhi is a perfect blend of old 
ruins and latest architecture. The present pulsates vibrantly with the ever flowing 
life of India. People from all over the country have settled here which gives the city 
its cosmopolitan culture. Eid is celebrated with the same religious fervor as Dushera 
and.Dipawali. 
Being the capital of India, Delhi is the seat of all political aetivities:.From the 
Sultanates to the Mauryans and the Mughals, Delhi has been the capital of all the 
powerful dynasties that have ruled India in the past. It is also the place where 
students not only from the country but also from the world over come to earn their 
special degree in arts and science. It is home to some the world's best institutions 
and universities like the IIT, Jawaharlal Nehru University, Delhi University, and St 
Stephens. 
Each year Delhi draws a huge number of tourists. People from all over the world 
come to experience the majestic and imperial past in the old ruins and historical 
monuments like the Red Fort, Qutub Minar and Jantar Mantar. Food, shopping and 
entertainment are some of the other reasons that draw huge crowds every year. 
Geography of Delhi 
Delhi can be broadly divided into three geographical areas, the Yamuna 
Flood Palins, the Ridge, and the Plains. The Yamuna Flood Plians region is low 
lying, sandy and flood prone. Due to flood control measures of recent times, a 
sizeable portion of this area has been salvaged from recurrent floods. The Ridge 
originates from the Aravali Hills of Rajasthan and enters Delhi from the south in a 
north eastern direction and encircles it to the northwest and west. The highest point 
in 318.5 meters. The Plains comprise the major proportion of the total area of which 
Delhi, New Delhi, the Cantonment and a number of villages are located. 
Demographic Indicators 
The cultural and political history of Delhi indicates that it has permitted the 
entry of many diverse cultures. It is cosmopolitan in character., drawing people 
from all parts of the country and the world. Hindus constitute nearly 84 percent of 
Delhi's population, Muslim 8 percent, Sikhs 6 percent, with smaller Christian, Jain, 
and Buddhist communities. The majority of the population speak Hindi, but a 
sizeable populationrdu and Punjabi. 
Delhi has an area of 1483 square kilometers and comprises three stationary 
towns (Delhi Municipal Corporation, New Delhi Municipal Committee, and Delhi 
Cantonment) and 29 census towns. The rural area is divided into 2 tehsils, Delhi, 
and Mehrauli. 
Migration of workers from other parts of India, especially from Bihar, 
Orissa, and also bangladesh via Calcutta is a major reason for the high density in 
many areas. Much of its population has settled in slums. The present population of 
Delhi is about 13.9 million(Census 2001). Of this nearly 45% population lives in 
unauthorised colonies, rural villages and slums and JJ clusters. The current number 
of slum dwelling units is estimated at about 0.6 million and the population living in 
slums and Yamuna clusters is projected at about 3 million. 
Out of the 0.6 million JJ units, nearly 62,000 units are estimated to be located in the 
river bed of Yamuna on both sides of its stretch along Delhi and on the 
embankments of a few major storm water drains such as Najafgarh drain, Barapulla 
drain etc. 
The sex ratio of the total population of Delhi Union Territory in 2001 was 
females per thousand males, with a lower ratio in the rural(807) as compared to 
urban (830) areas. This represents a differential pattern of growth with a marked 
imbalance in the sex ratio, in part of consequence of migration patterns and in part 
representing the lower status of women. Illiterates are found in greater proportion in 
the old city, in the newer settlements on the periphery of the city and in the 
industrialized zones where the geography of slums are located. 
Delhi has seen rapid industrial growth in early part of 20' century. In the 
period 1981-82 to 1989-90 there was an increase of about 62 percent in a number of 
industrial units. During the same period investment rose from 965 crore rupees to 
1980 crore rupees. The industrial units employed about 7,29,000 persons in 1989-
99. Beside these factories the unregistered components of the industrial activity in 
Delhi is also in a sizable quantity. And this was the period during which the HIV 
rose from 1 to several thousands. 
Delhi & HIV/AIDS 
first HIV case was reported in 1988, since then the number of infection risen 
further to 42000, as per estimation annual sentinel surveillance, 2004. The HIV 
prevalence rate among women attending antenatal clinics in the state is 0.31 
percent. 
About 18910 women attending natenatal clinic were also tested for HIV under 
Prevention of Parent to Child Transmission Program in 2004 and about 0.25% of 
the women were found positive. 
Route of Transmission 
The first AIDS case in delhi was reported in 1988, since then 2094 AIDS 
cases has been reported so far. Majority of the cases reported in sexually active age 
of 15-49 years. The predominant route of transmission of HIV virus continues to be 
sexual (63.07%) followed by Blood and blood products (5.44%), IDUs (3.77%), 
Perinatal (2.90%)) and Not specified (24.8%o). The status of year wise reporting of 
AIDS cases mainly from the Government Hospitals is indicated below: 
Table 3.7 : AIDS/DEATH Cases in Delhi 
AIDS/DEATH 
Case 
Cumalative 
AIDS Cases 
Cumalative 
DEATH Cases 
Upto 
2000 
498 
142 
2001 
656 
169 
2002 
762 
201 
2003 
881 
230 
2004 
949 
237 
Upto 
2005 
2180 
275 
The evidence from epidemiological and clinical studies indicate that 
STD/HIV prevalence show a steady increase. Very few studies are carried out on 
other route of trasmission such as blood by products, intravenous drug use, etc. 
There are few recent estimates of STD prevalence in Delhi reported a prevalence 
rate of 1.3 and 1 respectively for Syphillis and Chancroid among male STD patients 
demonstrated a steady increase from 0.14 percent in 1990 to 2.8 percent in 1995. 
For females the increase was abrupt from 0 in 1991 to 2.4 percent in 1995. In 
another study 11539 STD clinic attendees at a New Delhi hospitals were screened 
for HIV during 1991-93 over three years period. The rate of HIV positive increased 
from one percent to 4.1 percent. Almost 98 percent of these clinic attendees were 
hetrosexual. The HIV prevalence among STD clinic attendees has also risen from 
3.4 percent in 2002 to 7.65 percent in 2005. 
Whilst trends indicate an increase in rates of STDs (including HIV) a major 
associated comcem that less than ten percent of those with an STD in India attend 
public health care. 
The blood and its by products have been a source of infection of HIV, hepatitis 
B (HBV) in the country and Delhi. A majority of blood products are manufactured 
from the blood of professional donors. While the 1996 Supreme Court judgement 
banned professional donors, it is not clear whether this has made any significant 
impact on the problem.Since the demand for blood exceeds the supply in Delhi, it is 
possible that professional donor's services are still being utilised. A study testing 
for Syphilis, HBV and HIV over eight years in a population of voluntary, 
professional and replacement donors in Safdarjung Hospital, Delhi reported that of 
the 333,054 blood samples tested, 0.06 percent were found to be HIV positive. 
About 254842 blood units were tested under Blood safety and 0.34 percent 
samples were found positive. DSACS has also collected the samples under new 00 
initiatives MITWA-VCT outreach in Slums and JJ clusters. About, 9841 persons 
were found HIV positive. The above trend shows that the people infected with HIV 
are found across the state. 
Delhi has experienced a large number of heroin smoking drug users converting 
to injecting drug use. Although no systematic study exists on HIV prevalence 
among IDUs in Delhi, a study conducted at AIIMS indicated a seroprevalence of 
1.7 percent (Sharan, 1998). Other sources have quoted situation analysis of Delhi 
which HIV seroprevalence as high as 10 percent among IDUs in Delhi (Sharma, 
1998 cited in AUSAIDS, 1999). The situation in Delhi has the potential to follow 
the pattern reported for the north east of India. 
There are groups of population that are at the highest risk of acquiring HIV 
infection such as Sex Workers, Injecting Drug Users (IDUs) and Men having Sex 
with Men(MSM) including transgender sub populations. HIV prevalence among 
IDUs has subtantially been increased from 7.2 percent in 2002 to 22.8 percent in 
2005. Similarly, prevalence among MSM/Transgender has also increased from 6.67 
percent in 2003 to 20.4 percent in 2005. The HIV prevalence among Sex workers 
was 8 percent in 2004. 
Voluntary Counselling and Testing data also indicated 4.21 percent prevalence 
among VCTC attendees, about 67024 persons were tested in 2004 and 4.21 percent 
of the persons were found.positive. 
The sero-positivity rate was found higher (8.6%) among Voluntary Walk-in-person. 
Highest (7.17%) sero-positivity rate was found in the age group of less than 15 
years followed by 30-39 years of age (5.12%), 40-49 years of age (5.05%), 25-29 
years of age (4.05%), 50+ years of age (2.98%), 20-24 years of age (2.32%) and 15-
19 years of age (1.38%). 
A number of factors specific to delhi contributes to the risk of rapid HIV 
transmission. Poverty, limited access to treatment services, poor health seeking 
behaviour, a highly mobile population, a youthful demographic composition, and 
large numbers of vulnerable sub-groups including truckers, sex workers, 
intravenous drug users, street children, adolescent and migrant labourers, are some 
of the characteristics of vulnerability. 
National Response to HIV/AIDS 
Government: Shortly after reporting the first AIDS case in 1986, the Government 
of India established a National AIDS Control Program (NACP) which was managed 
by a small unit within the Ministry of Health and Family Welfare. The program's 
principal activity was then limited to monitoring HIV infection rates among risk 
populations in select urban areas. 
In 1991, the scope of NACP was expanded to focus on blood safety, 
prevention among high-risk populations, raising awareness in the general 
population, and improving surveillance. A semi-autonomous body, the National 
CO 00 AIDS Control Organization (NACO), was established under the Ministry of Health a* bJD 
and Family Welfare to implement this program. This "first phase" of the National 
AIDS Control Program lasted from 1992 -1999. It focused on initiating a national 
commitment, increasing awareness and addressing blood safety. It achieved some of 
its objectives, notably increased awareness. Professional blood donations were 
banned by law. Screening of donated blood became almost universal by the end of 
this phase. However, performance across states remained variable. By 1999, the 
program had also established a decentralized mechanism to facilitate effective state-
level responses, although substantial variation continued to exist in the level of 
commitment and capacity among states. Whereas states such as Tamil Nadu, 
Andhra Pradesh, and Manipur demonstrated a strong response and high level of 
political commitment, many other states, such as Bihar and Uttar Pradesh, have yet 
to reach these levels. 
The second phase of the NACP began in 1999 and ended in March 2006. 
Under this phase, India continued to expand the program at the state level. Greater 
emphasis was placed on targeted interventions for high-risk groups, preventive 
interventions among the general population, and involvement of NGOs and other 
sectors and line departments, such as education, transport and police. Capacity and 
accountability at the state level continues to be a major issue and has required 
sustained support. Interventions need to be scaled up to cover a higher percentage of 
the population, and monitoring and evaluation need further strengthening. In order 
to induce a sense of urgency, the classification of states has focused on the ' ^ 
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vulnerability of states, with states being classified as high and moderate prevalence « 
(on the basis of HIV prevalence among high risk and general population groups) 
and high and moderate vulnerability (on the basis of demographic characteristics of 
the population). 
While the government's response has been scaled up markedly over the last decade, 
major challenges remain in raising the overall effectiveness of state-level programs, 
expanding the participation of other sectors, and increasing safe behavior and 
reducing stigma associated with HIV-positive people among the population. 
Preparations for the third phase of the NACP included a comprehensive 
consultative process including state specific and nationwide consultations with 
Indian national stakeholders such as PLWHA networks, local and international 
NGOs, experts and practitioners of HIV control initiatives, as well as international 
development partners. The transition from NACP I, to NACP 2 and now NACP 3 is 
one of a gradually more comprehensive response. While for NACP I the main focus 
was on safe blood and general prevention, NACP 2 established the State AIDS 
Control Societies and started working with NGOs. Now with NACP 3, Government 
will build further on these partnerships with civil society organizations but also 
work towards greater active involvement of the target groups themselves in the 
program. There will be greater integration of the medical response to the epidemic 
e.g. through provision of ART, STI services, and treatment of opportunistic 
infections through the National Rural Health Mission(NRHM). The surveillance 
system of the NACP was also greatly improved over the course of the first and 
second phase and will be further enhanced under the third phase. 
Non-Governmental and Community Based Organizations (NGOs & CBOs) 
There are numerous NGOs and CBOs working on HIV/AIDS issues in India 
at the local, state, and national levels. Projects include targeted interventions with 
high risk groups; direct care of people living with HIV; general awareness 
campaigns; and care for children orphaned by AIDS. Funding for non-government 
and community-based groups comes from a variety of sources: the federal or state 
governments of India, international donors, and local contributions. 
Donors: India receives technical assistance and funding from a variety of UN 
partners and bilateral donors. Bilateral donors such as USAID, CIDA, and DFID 
have been involved since the early 1990s at the state level in a number of states. 
USAID has committed more than US$70 million since 1992, CIDA US$11 million, 
and DFID close to US$200 million. The number of major financers and the amount 
of funding available has increased significantly in the last year. Since 2004, the Bill 
and Melinda Gates Foundation has pledged US$200 million, and the Global Fund 
has approved US$54 million for HIV/AIDS for projects in rounds two, three and 
four. DFID (GBP 107 million) is providing pooled financing together with the Bank 
(US$ 250 million) in overall support to India's HIV/AIDS program NACP 3. Other 
donors include the Clinton Foundation, various UN agencies, DANIDA, SIDA, and 
the European Union. 
Issues and Challenges: Priority Areas 
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• Limited Capacity: There are institutional constraints, both structural and 
managerial, to scale up at the national and state levels. It is critical that these 
factors be addressed as the program expands its response to the epidemic. 
NACO will need to change in its role and responsibilities to provide the 
leadership and direction for a stronger multi-sector response for the next 
phase in India's fight against HIV/AIDS; while the states will need to 
provide implementation capacity to put a robust program into place. The 
capacity to mount a strong program is weakest in some of the poorest and 
most populated states with significant vulnerability to the epidemic. There is 
a need for tailored capacity-building activities and attention to performance-
based financing approaches. In addition, the program also experiences high 
turnover of state level project directors, resuhing in limited continuity and 
variability in performance across states. 
• Donor Coordination: There are over 32 large donor agencies working with 
NACO in different states and on different programs apart from many more 
who support NGOs in states. Each donor comes with its own mandate and 
requirements, as well as areas of focus. The transaction cost to the 
government as a result of attending to the various demands of the donors is 
huge. There is a need for better coordinating mechanisms among the donors 
and clear leadership by the Government to reduce the transaction costs. 
• Use of Data for Decision Making: There remains a need for greater use of ^ 
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data for decision making, including program data and epidemiological data. fS 
A lot of data that is being generated is not adequately used for managing the 
program or informing policies and priorities. Results-based management and 
linking incentives to the use of data should be explored. 
• Stigma and Discrimination: Stigma and discrimination against people 
living with HIV/AIDS and those considered to be at high risk remain 
entrenched. Stigma and denial undermine efforts to increase the coverage of 
effective interventions among high risk groups such as men having sex with 
men, sex workers and injecting drug users. Harassment by police and 
ostracism by family and community drives the epidemic underground and 
decreases the reach and effectiveness of prevention efforts. Though there is 
significant increase in awareness due to efforts by the government, there is 
much room for improvement. 
• Low Awareness in Rural Areas: The results from the 2005 BBC World 
Service Trust KAP survey (17 states, 22,800 respondants) showed 89 percent 
of the urban population and 82 percent of the rural population had heard of 
HIV/AIDS. However, sentinel site behavioral surveillance (2001) showed 
that although there was high basic awareness levels (82.4 percent in males 
and 70 percent in females), rural women demonstrated very low rates of 
awareness in Bihar (21.5 percent), Gujarat (25 percent), and Uttar Pradesh 
(27.6 percent). New approaches need to be tried to reach rural communities 
00 with information about HIV/AIDS, safe sex and how to prevent and treat QQ 
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HIV and AIDS. ^ 
Risk Factors in Indian Context 
Several factors put India in danger of experiencing rapid spread of HIV if effective 
prevention and control measures are not scaled up throughout the country. These 
risk factors include: 
• Unsafe Sex and Low Condom Use: In India, sexual transmission is 
responsible for 84 percent of reported HIV cases and HIV prevalence is high 
among sex workers (both male and female) and their clients. In Mumbai and 
Pune, for example, 54 percent and 49 percent of sex workers, respectively, 
were found to be HIV-positive (NACO, 2005). A large proportion of women 
with HIV appear to have acquired the virus from regular partners who were 
infected during paid sex. HIV prevention efforts targeted at sex workers are 
being implemented in India. However, the context of sex work is complex 
and enforcement of outdated laws often act as a barrier against effective HIV 
prevention and treatment efforts. Indeed, condom use is limited especially 
when commercial encounters take place in 'risky' locations with low police 
tolerance for this activity. In addition, interventions tend to primarily target 
brothel-based sex workers, who represent a minority of sex workers. HIV 
information and awareness among sex workers appears to be low, especially 
among those working in the streets. Some prevention programs run by sex 
workers' cooperatives —in Sonagachi, Kolkata, for example—have 
encouraged safe paid sex practices and have been associated with lower HIV ^ 
prevalence. • eS 
. Men Who Have Sex with Men (MSM): Relatively little is known about the 
role of sex between men in India's HIV epidemic, but the few studies that 
have examined this subject have found that a significant proportion of men in 
India do have sex with other men. In two states where data have been 
collected, HIV prevalence of 6.8 percent and 9.6 percent were found among 
MSM in Chennai and Mumbai, respectively (NACO, 2004). More recently, 
HIV prevalence of 12 percent was found among MSM seeking voluntary 
counseling and testing services in Mumbai, and 18 percent prevalence was 
found at 10 clinics in Andhra Pradesh. In some areas, a substantial 
proportion of MSM also sell sex. Poor knowledge of HIV has been found in 
groups of MSM. The extent and effectiveness of India's efforts to increase 
safe sex practices between MSM (and their other sex partners) will play a 
significant role in determining the scale and development of India's HIV 
epidemic. 
• Injecting Drug Use (IDU): Injecting drug use is the main risk factor for 
HIV infection in the north-east (especially in the states of Manipur, Mizoram 
and Nagaland), and features increasingly in the epidemics of major cities 
elsewhere, including in Chennai, Mumbai and New Delhi (MAP, 2005; 
NACO, 2005). Using shared injecting drug equipment is the main risk factor 
for HIV infection in the north-east, and features increasingly in the 
epidemics of cities in other states. Products injected include legal O 
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pharmaceuticals (e.g. buprenorphine, pentazocine and diazepam), in addition « 
to heroin. Current interventions targeting IDU tend to be inconsistent, and 
too small and infrequent to yield demonstrable results. Harm reduction 
programs need to be extended and expanded as a matter of urgency in those 
parts of India with serious drug injecting-related HIV epidemics. 
• Migration and Mobility: Migration for work takes people away from the 
social environment of their families and community. This can lead to an 
increased likelihood to engage in risky behavior. Concerted efforts are 
needed to address the vulnerabilities of the large migrant population. 
Furthermore, a high proportion of female sex workers in India are mobile. 
The mobility of sex workers is likely a major factor contributing to HIV 
transmission by connecting high-risk sexual networks. 
• Low Status of Women: Infection rates have been on the increase among 
women and infants in some states as the epidemic spreads through bridging 
population groups. As in many other countries, unequal power relations and 
the low status of women, as expressed by limited access to human, financial, 
and economic assets, weakens the ability of women to protect themselves 
and negotiate safer sex both within and outside of marriage, thereby 
increasing their vulnerability. 
• Widespread Stigma: Stigma towards people living with HIV is widespread. 
The misconception that AIDS only affects men who have sex with men, sex 
workers, and injecting drug users strengthens and perpetuates existing ON 
discrimination. The most affected groups, often marginalized, have little or 
no access to legal protection of their basic human rights. Addressing the 
issue of human rights violations and creating an enabling environment that 
increases knowledge and encourages behavior change are thus extremely 
important to the fight against AIDS. 
Time Line of HIV/AIDS in India 
The time line has always helped to evoke the historical and emotional connections 
to the epidemic that people working on its front lines. It helps in bringing awareness 
about the impact of AIDS on our planet, our nation, our communities, and 
ourselves. E These time lines illustrate changes in the epidemic over time at both 
the personal and professional level.This also helps underscore the fact that we have 
been in uncertain times throught the course of the epidemic. 
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Period 
April 1986 
May 1986 
December 1986 
July 1987 
Oct 1987 
Jan 1989 
Jan 1989 
July 1989 
Jan-Feb 1990 
Jan-Feb 1990 
July 1992 
1994 
2000 
2002 
2004 
2006 
Landmark 
First Cluster (ten prostitutes) of HIV Serpositive deteceted in 
Madras, Tamil Nadu. 
First cluster of fial stage disease detected in Mumbai, 
Maharashtra(recipient of uuscreened blood transfusion during 
cardiac surgery in USA). 
First Seropositive blood donod in Vellore, Tamil Nadu 
(retrospective detection subsequent to the recipient's illness). 
Also spouse-to-spouse transmission( the same donor's wife 
Detection of a seropositive infant (born to the above mentioned 
parent 
Evidence of HIV antibodiesin indigenously produced blood 
product. 
Evidence of exposure to HIV among a high proportion of 
donors used by commercial manufacturers followed by 
government ban on production. 
Government Gazette notification for mandatory screening of 
blood donors for freedom from HIV antibodies. 
Recognition of a cluster of Seropositive in IV drug users in 
northeast India 
Important issues concerning hospital practices arising out of an 
incident of embalming a body of a patient of HIV disease 
Constitution of the National AIDS Control Organisation 
(NACO); at State level also. National AIDS Control 
Programme I Launched (1992-1997). 
HIV no longer restricted to high risk groups in Maharashtra, but 
spreading into the general population. 
National AIDS Control Programme, Phase II, Launched. 
National AIDS control policy adopted National Blood policy 
adopted 
ART treatment initiated 
National Council on AIDS constituted under chairmanship of 
Hon'ble Prime Minister. National Policy on Paediatric ART 
formulated. 
Table No 3.8 : Time Line of HIV/AIDS in India 
UNDERSTANDING SLUMS & HIV/AIDS 
Slum is a special type of disorganised area. It may be characterized as areas of 
substandard housing condition within a city. Indeed slum is the home of the poor 
and the stranger. These are the classes, not integrated into the life of the city. The 
poor are not integrated because of an ability barrier which tends to separate the city 
population into those who will be fully utilized into the economic and social life of 
the city and those who will not be regarded as being of the required level of social 
development. 
Slums are the byproduct of the processes like "urbanization" and "industrilization". 
These are the ever neglected and ignored patches developed inside and outside 
every city's orbit due to the unavailability of affordable housing for all urban 
dwellers. The percenatge of total population in all urban areas in India was 21.31 in 
the year 1975 and 2000 was 132.3 and 291.9 million respectively. The average 
annual urban population growth rate of India during the period 1975-2000 was 3.17 
percent (Microsoft Encarta Reference Library, 2005). The proportion of slum 
population is gradually increasing in every city of India. 
It is difficult to define slums precisely as slums are the product of socio-economic 
conditions of particular areas and vary from region to region and nation to nation. 
Scholars have tried to define slums in different ways from time to time. Ford (1936) 
defined slum as 'A residential area in which the housing is so deteriorated, so ON 
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substandard and so unwholesome as to be menace to health, safety, mortality or 
welfare of the occupants'. (Bergel, 1965) says 'A slum may be characterized as an 
area of substandard housing conditions within a city. A slum is always an area. A 
single, neglected building even in the worst stage of deterioration does not make a 
slum'. According to Slum Areas Improvement and Clearance Act, 1956 enacted by 
the Central government, a slum has been defined as " Any predominantly 
residential area of where the dwellings which by reason of dilapidation, 
overcrowding, faulty arrangements of ventilation, light or sanitary facilities, or any 
combination of these factors are detrimental to safety, health or morals". The United 
Nations Educational, Scientific and Cultutal Organisation (hereafter UNESCO) 
document states that 'A slum is a building, agroup of buildings or area characterized 
by over crowding, deterioration, unsanitary conditions or absence of facilities of 
amenities which, because of these candifions or absence of facilities of amenities 
which, because of these conditions or any of them, endanger the health, safety or 
morals of its inhabitants or the community'. (Anderson, 1960: 191). 
(Bose, 1974) states that 'The process of urbanization has been essentially a process 
of migration to the cities'. Although the urbanization pocess and the cities are 
widely acknowledge to be associated with increasing national production and higher 
levels of per capita income, poverty remains persistent feature of urban life, both in 
terms of low income and poor living condition, in India 
Slums are the areas characterized by varieties of life styles, sheher crisis, population 
congestion, unsanitary and poor living conditions, malnutrition, morbidity, poverty. 
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inadequate water supply, lack of facilities of underground drainage, problem of 
garbage disposal, absence of pacca road, lavoratories, etc. Besides major issues of 
substandard living condition, other problem like drug addiction, child labour, 
prostitution, crime, indebtness, juvenile delinquency, unemployment, social 
disturbance etc also interplay their roles in the lives of slum dwellers. 
There are three main types of slums. One is the original slum - an area which from 
the beginning consisted of unsuitable buildings, these sections are beyond recovery 
and needed to be destroyed completely.The second type consists of slum created by 
the departure of middle and upper class families to other sections and subsequent 
deterioration of the area.The third unplesant type of slum is mainly a phenomenon 
of transition. Once the area around a main business district has become lighted, 
physical and social deterioration spreads rapidly. This kind of slum terms terms 
with flop houses, overnight accomodation for the destitutes etc. It is populated by 
vagarants, chronic alcoholics, beggars, homeless men and habitual criminals. This 
type of slum clearly defies rehabilation characteristics of slums. 
Characteristics of Slum:-
1. Appearance:- This may be called a universal mark of the slum, its aspect of 
neglect and disorder with respect to building, yards, and streets. The 
appearance is generally one of structural over age and decline. 
2. Economic Status:- Generally a slum is inhabitated by people of the lowest 
income, although there may be occasional buildings of run down appearance G^ 
inhabited by families that are no so poor. In general however the slum is a 
poverty area. 
3. Overcrowding:- We may find that the space is crowded with buildings or the 
buildings may be overcrowded with people or both. If the slum is retreating 
many buildings may have declined untill they are unsafe for rehabitation, but 
there may be overcrowding in the buildings still occupied. The unihabitated 
space may then be occupied by such unwelcome occupants as junkyards. 
4. Population:- Slum may be a refugee area for the aged, the chronically sick, 
the homeless and the socially maladjusted. 
5. Heahh & Sanitation:- The slum is characterized by low standard of 
sanitation. The slum is often most neglected by the public services for 
sanitation. 
6. Morals :- The slum may an area of delinquency and crime but this is more 
likely to be true of the socially disorganised slum, while such a slum may not 
be the habitat of successful criminals, it may be the habitat of marginal type 
or the hiding place of fugitive criminals. 
7. Social Isolation:- Slums are socially isolated. It is the area of lowest status 
and this is known to slum dwellers. Their link with the rest of community is 
their identification with the labour market, but their may be an additional 
link through politics. 
8. Mobility:- The slum is usually an area of high residential mobihty, but a 
family occupied slum may have a low rate of residential mobility. 
9. Slum permanency:- In the rapidly growing city, some areas once occupied by 
slums are later occupied for other purposes. The removed slum emerges else 
where, perhaps too be replaced still later by another occupancy. These shifts 
may be in response to related changes due to urban growth. 
Characteristics of Slum life: 
The characteristics of slum life as " the rise of prostitution, crime, gambling and 
gangsterism, and the development of workshyness, lethargy, and manual 
inefficiency, resulting in an anti-social outlook , behaviour and activity. The most 
serious psychological consequences is often described as th emergence of slum 
mentality with its sickness vulgarity and depressor blunting community 
consciousness and the aesthetic sense; and bed neighbourliness and agression in 
some and fear submissiveness and cowardice in others. 
According to Census of India, 2001, the basic characteristics of these slums are 
dilapidated and uniform housing structures, poor ventilation, accute overcrowding, 
faulty ailment of streets, inadequate physical & social services. 
In the urban setting slums are generally found in three areas: 
1. In the heart of the city 
2. Near or around industries 
3. On the outskirts. 
The building are usually two types i.e. 
1. Huts, generally constructed by the workers themselves 
2. Semi-pukka/pukka buildings. 
Types of Slum People: 
The following types of people generally reside in Slums: 
a. Lower middle class families who have found it difficult to get decent 
accomodation, either because of high rents, or a shortage of houses. 
b. Industrial workers under the same conditions. 
c. Poor class of casual workers. 
d. Beggars 
e. Anti-Social elements who prefer the shelter of a slum where it is not 
considered proper to ask too many question. 
Living in such appalling circumstances, the slum dwellers constitute the most 
vulnerable section in respect of HIV/AIDS of urban population. Many a times, they 
are phrased as "living dead" or half-dead people in an atmosphere of unbearable 
gloom in packet huts. A bird's eye view on cities reveals that city life is dynamic 
and exiting. But a close observation exhibits that many people in cities, especially 
those who are living in slums, lead a very precarious life. In countless slums, QV^ 
manhood is unquestionably brutalized, women are dishonoured and childhood is 
poisoned at its very source (Nath, 2008). 
Mishra et al. (2000) write that 'Around 20 percent of urban population is forced 
to reside in slums'. Around twenty to twenty five percent of the urban households in 
the country live in slums, squatter settlements and refugee colonies due to non-
availability of affordable habitat in formal settlements. According to Government of 
India figures, the percentage of urban households living in recognised slums in 
highest in Maharashtra (25.4%) followed by Orissa (19.1%), Arunachal Pradesh 
(18.2%), Madhya Pradesh (18.1%), and West bengal (17.6%). 
HIV/AIDS is more prevalent in "slum" urban areas than in rural areas in 
developing countries, according to a UN-HABITAT report. The report, titled "State 
of the World's Cities Report 2006/7," finds that HIV prevalence is higher in urban 
areas than in rural areas in most sub-Saharan African countries and almost twice as 
high in Kenya, Tanzania and Zambia (UN-HABITAT). Of the sub-Saharan African 
countries surveyed, the report also finds higher HIV prevalence in urban areas than 
in rural areas in Burkina Faso, Burundi, Ghana, Mali and Niger. Women living in 
urban areas also are more likely to contract HIV than their rural counterparts, 
according to the report. The report, which examines data from more than 200 cities 
worldwide, finds that more than one billion people will be living in slums by 2007. 
Sub-Saharan Africa in 2005 had 199 million people living in slums, or about 20% 
of the world's total; Asia had 581 million "slum dwellers," or 60% of the total; and 
Latin America had 134 million, about 14% of the total, Inter Press Service reports. 
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About half the world's population lives in cities and UN-HABITAT says it could be 
two-thirds by 2020. 
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FAMILY DYNAMICS AND HIV/AIDS 
The family, as an institution is universal. It is the most permanent and the 
most pervasive of all social institutions. All societies both large and small, primitive 
and civilised, rich or poor, advantaged or disadvantaged have some form of family 
or the other. No one knows, or can know, how or when the family began. It is safe 
to surmise that the family in some form will always be with us. With regards to the 
future as the mind can imagine, the family will continue to be a central and indeed a 
nuclear component of the society. 
According to Robert Bierstedt, "There may be no families in Utopia, and 
none in paradise, but the planet we know best will probably always contain them". 
The word 'Family' has been taken over from Latin word 'Famulus' which means a 
servant. In Roman Law the word denoted a group of producers nd slaves and other 
servants as well as members connected by common descent or marriage. Thus 
originally family consisted of a man and woman with a child or children and 
servants. 
According to M.F.Nimkoff, " family is a more or less durable association of 
husband and wife with or without child, or of a man or woman alone, with 
children." CN 
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According to Eliot and Merrill, Family is "the biological social unit 
composed of husband, wife and children". 
According to Maclver, Family is "a group defined by sex relationship 
sufficiently precise and enduring to provide for the procreation and upbringing of 
children". 
These definition of family are narrow in broader perspective. In accordance 
with Social Work perspective, a family is a special kind of system, with structure, 
patterns, and properties that organize stability and change. It's also a small human 
society, whose members have face-to-face contact, emotional ties, and a shared 
history. 
Patterns of the family 
When we describe families as having a structure, we mean more than a map 
of who's in the family. We are referring to patterns of interaction that are recurrent 
and predictable. These patterns reflect the affiliations, tensions, and hierarchies 
important in human societies and carry meaning for behaviour and relationships. 
In most families, there are muhiple patterns of alliance, involving people 
who are emotionally close and mutually supportive. The way a couple married for 
more than 20 years enjoy leisure time together, deal with their family and handle 
the problems clearly illustrate a stable alliance. Sometimes alliances take a different 
CO form. They involve people who are drawn together by an opposition to other family ^ 
r-i 
members- and their alliance is more accurately described as a coalition. These M 
coalitions are frequently transient and may be realatively benign. In one family, for 
instance, the adolescents gang up against their mother whenever she proposes a 
weekend visit to an unpopular religious place. 
Pattern that organize the hierarchy of power appears in every family. They 
define the family pathways for making decisions and controlling the behaviour of 
its members. Patterns of authority are particularly important aspects of family 
organisation. These patterns carry the potential for both harmony and conflict and 
are subject to challenge as family members grow and change.Authority pattern that 
are clear and flexible tend to work well. 
Subsytem 
Each family contains a variety of subsystems. Age and gender are among the 
most obvious examples, for instance, adults have functions and relationships that 
separate them from their children; males are one unit and females are another; and 
adolescents form a group with special interests. Within a "blended" family, there 
are subgroups of "his", "hers", and "theirs". Spoken and unspoken rules govern the 
relationships between the units. The younger children may not disturb the their 
adults when the bedroom door is closed. 
The concept of boundaries is important in relation to subsystems, as it is in 
relation to the family as a whole. Boundaries are invisible but, like the wind, they 
exist because of the way things move.The firmness of subsystem boundaries varies "«^ 
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with a family's particular style. The boundaries between adults and children will g^  
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inevitably grow firmer as the children move towards adolescence. As the parents' 
generation becomes older, the boundaries may change again, reflecting the needs of 
the elders and the increasing involvement of their offspring in their health and well-
being. 
When family patterns are not working well, it's useful to look seperately at 
the different subsystems. Meeting with just the group of children, for instance, 
provides a view of family hierarchy and family crosscurrents from the bottom up 
rather than from the top down. It may also shed light on the repertoire of family 
members, some of whom may function very differently in different subgroups. 
The Individual 
The individual is the smallest unit in the family system - a separate entity but 
also a piece of the whole. In the framework of a systems approach, its understood 
that each person contributes to the formation of family patterns, but it's also evident 
that personality and behaviour are shaped by what the family expects and 
permits.Thus maintaining an exclusive concern with individual history, dynamics, 
and treatment is sufficient, and that it's necessary to work with people within the 
context of their families and their extended network. 
If we are to think of individuals as part of a system, we must develop a 
different view of how self-image is formed and how behaviour is governed. 
Families define their memebers partly in relation to the qualities and roles of other LT) 
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members. In so doing, they create something of a self-fulfilling prophecy, affecting ^ 
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the self-image and behaviour of each individuai.From a system point of view, 
behaviour is explained as a shared responsibility, arising from patterns that trigger 
and maintain the actions of each individual. This process is circular and the 
behaviour is complementary, meaning that the behaviour is sustained by all the 
participants. All of them initiate behaviour and all of them react; its not really 
possible to spot the beginning of the pattern or establish cause and effect. Their 
interaction is patterned and we cannot explain the bahaviour of one without 
including the other. 
The concept of complementary has offered a useful way of looking at 
diagnosis, as well as cause and effect, but it has also raised some cautionary flags. 
Behaviour may reflect a circular pattern, but some behaviour is dangerous or 
morally wrong, exploiting the weakness of some family members and endangering 
their safety. Feminists have made this point in relation to male violence towards 
women, and all of society condemns the abuse of children. In such situations, the 
primaiy task is to protect victimized individuals and to take an ethical stand, while 
working with the family to change recurrent patterns that are dangerous or morally 
unacceptable. 
Transitions 
All families go through transitional periods. Members grow and change, and 
events intervene to modify the family's reality. In any change of circumctances, the ^ 
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family, like other systems, faces a period of disorganisation. Familiar patterns are rH 
no longer appropriate, but new ways of being are not yet available. The family must 
go through a process of trial and error, seraching for some balance between the 
comfortable patterns that served them in the past and the realistic demands of their 
new situation. The process is marked for a period by uncertainity and tension. 
Some transitions are triggered by the normal cycle of development. When a child is 
bom, the helplessness of the infant calls for a new care-taking behaviour that 
changes the relationships among adults within the household. As children grow, 
there are increasing demands for privacy, autonomy, and responsibility that upset 
the system and require new patterns. As the middle generation become seniors, 
problems of aging and frailty require a shift in some functions from the older 
generation to their adult children. Some transitions are not developmental at all. 
They reflect the vicissitudes of modern life and the unexpected events that may 
happen to any family: divorce, remarriage, unexpected illness, dreadful disease, 
sudden unemployment, death of the breadwinner, and so on. 
Whatever the stimulus, its important to realize that behavioural difficulties 
during periods of transition are not necessarily pathological or permanent. They 
often represent the family's attempts to explore and adapt. Anxiety, depression, and 
irritability are the affective components of a crisis. Although the behaviour may 
seem disturbed or dysfunctional, a focus on pathology is not helpful; it tends to 
cystallize thereaction and compound the difficulties. 
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Families as small societies 
People in a family have a special sense of connection about each other: an 
attachment, a family bond due to emotional forces attraction. We know that its 
members are usually concerned to protect, defend and support each other and we, 
the professionals, draw on this bond to help them change. We know also that 
tension, conflict, and anger are inevitable, partly because of the ties that bind. The 
sense of family is expressed by feelings and perceptions, and by the way members 
describe their history, their attitudes, their style refers as 'family story'. 
The counterpart of family affection is family conflict. All families have 
disagreements, must negotiate their differences, and must developed ways of 
handling conflict. It's a question of how effectively their methods are: how relevant 
for resolving issues, how satisfactory for the participants, how well they stay within 
acceptable boundaries for the expression of anger. 
Families sometimes fall apart because they cant find their way through 
disagreements even though they care for each other. Most family have a signal 
system, athrshold above which an alarm bell sounds that registers the need of family 
memebers to cool down and avoid danger. It matters how early that warning comes, 
and whether the family has mechanisms for disengagement and crisis control or 
typical escalates to the point of violence. GO 
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Social intervention are often become necessary for these disadvantaged poor 
families. If we recognize that the family has structures, attachments, recurrent 
patterns, and the boundaries that have meaning , even if they do not work properly, 
procedures become more family oriented. A family oriented approach means that 
we begin to look for relevant people in the family network and accept 
unconventional family shapes. We notice subsystems and the rules that govern 
family interactions, both those that lead to crises and those that indicate strength. 
We realize that social interventions create transtitions, and that families will go 
through temporary periods of confusion, anger, and anxiety that should not be 
treated as typical or permanent. We also become aware that when they are actively 
intervening, workers are part of the family system. Their role in working with poor 
and disadvataged poor families is far more powerful than the role carried by 
teachers, physicians, or ministers, in relation to more stable and priviledged 
families. The driving force of a family-oriented approach involves a recognition of 
these realities and a style of intervention that enables a family to help themselves. 
HIV Disclosure among adults living with HIV 
Information is power, particularly in western society. Each person decides 
what, how, when, to whom and in what manner to share information about 
themselves. Disclosures, therefore, shape identity on a daily basis, not only one's 
self perceptions but also others' impressions of you. Many key personal attributes 
are observable (e.g. gender, age and race), yet many important aspects of identity 
reflect personal choice. HIV advocates have fought hard to protect the individual 
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choice for disclosing their serostatus or not. Person living with HIV disease are 
faced with a number of challenges, including whether or not to inform people in 
their social network about their seropositive status. 
Disclosure of serostatus is critical, based on its significant links to reductions 
in transmission acts (Crepaz & Marks, 2003), adherence to health regimens 
(Kalichman & Nachimson, 1999; Remien et al., 2007) and its relationship to 
mental health symptoms (Lam et al., 2007; Lee & Rotheram-Borus, 2002; 
Rotheram-Borus et al., 1997). Disclosure to potential sexual and needle exchange 
partners allows for informed decisions about engaging in practices known to 
increase risk of HIV infection. In addition to reducing risk of viral transmission, 
disclosure of serostatus is often necessary in order to access health and social 
services (Serovich, 2001). Nevertheless, deciding who to tell, when to tell, and how 
to tell can be a difficuh process. Indeed, factors that inhibit disclosure vary across 
individuals, but fear of negative responses and breach of confidentiality are 
common concerns (Gielen et al, 2000; Moneyham et al., 1996). 
Research on HIV serostatus disclosure indicates that most people reveal their 
HIV status to at least one other person despite the risk of negative reactions. Rates 
of disclosing to at least one person have been shown to be as high as 92% (Levy et 
al., 1999) and 97% (Gielen et al., 2000). It is common to see a variation in 
disclosure rates depending on the person (e.g., father, mother, or sister), or 
categories of people (e.g., family, friends, co-workers, or sex partners) to whom the 
seropositive individual has disclosed. For instance, rates of disclosure tend to be 
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highest for lovers and friends, lower for immediate family members, and relatively 
low for extended family members (Simoni et al., 1995). 
Individuals' behaviors are more than probability markers, however, and are 
coordinated to present a cohesive identity by each individual. Being HIV-positive 
may clash with the person's desired social presentation or enhance one's identity, 
depending on context and type of relationship. While disclosure of the status five 
types of relationships are highly relevant i.e. relationship with partners, family 
members, friends, health care providers and in work settings. 
The amount of time since diagnosis may also be a factor in the disclosure 
process. The length of time that one is HIV-positive may impact the number or type 
of individuals to whom the PLH decides to disclose (Gielen et al., 2000). The 
decision to disclose is often fraught with mixed emotions (Levy et al., 1999). Some 
research suggests that those who do not disclose tend to report more emotional 
distress (Kalichman & Nachimson, 1999; Lam et al., 2007). However, for those 
with high rates of disclosure to people in their lives, stigma is negatively associated 
with psychological functioning (Clark et al., 2003). It is also important to consider 
the possible psychosocial consequences of disclosure, as researchers have 
documented that almost half of PLH (44%) experience one or more negative events 
as a resuh of their disclosure, most commonly the loss of friends, being insulted or 
rejection by family members (Gielen et al., 2000). 
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Disclosure to partners 
Rate of PLHA's disclosure to sexual partners tends to vary by study, depending on 
the country. In the US, 68% of women indicated that they told their current partner 
of their HIV status (Sowell et al., 2003). In contrast, 86% of sexually active PLH in 
London disclosed to their partners (Dave et al., 2006). Rates of disclosure to sexual 
partners in non-western countries may be lower and sex without disclosure may be 
highly related to stigma. In Indonesia, 67% of drug-using PLH disclosed to their 
spouse, with the same percentage reporting their spouse was ashamed of them (Ford 
et al, 2004). Rates of disclosure to partners among female PLH in Tanzania 
increased over time, with 22% disclosure at two months rising to 40% at four years 
after learning HIV status (Antelman et al., 2001). People living with HIV at South 
African AIDS service organizations are almost all sexually active (85%), yet only 
58%) disclosed their status to recent sexual partners (Simbayi et al., 2006). In 
addition, non-disclosers were about 28 times more likely to have a partner of 
unknown serostatus. The HIV status of the sexual partner is an important 
consideration for disclosure. With partners of unknown serostatus, 81% of 
individuals chose not to disclose (Duru et al., 2006). The longer and more involved 
the relationship, however, the more likely disclosure occurred (Duru et al., 2006). 
Being married or cohabiting has been associated with disclosure (Antelman et al., 
2001), having sex with a partner more than three times (Crepaz & Marks, 2003) or 
having just one sexual partner (Stein et al., 1998) increases disclosure. In contrast, 
high rates of sex without disclosure are associated with having an occasional or 
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one-time sex partner (Duru et al., 2006). Non-disclosure to sexual partners appears 
to cluster with multiple transmission risks (Niccolai et al., 1999). Ciccarone and 
colleagues (2003) found that unprotected sex tends to occur in sexual relationships 
without disclosure of HIV status. It also appears that some PLH use safer sex as a 
method of avoiding disclosure (Kalichman & Nachimson, 1999). In one study of 
female PLHA, 20% of partners left after disclosure of their HIV status (Simoni et 
al., 1995), indicating that the fear of rejection may be justified. Despite the potential 
negative consequences, there may also be benefits to the PLHA's health and 
reduced transmission associated with disclosure to one's sexual partners. Although 
Stein and colleagues (1998) found that women are more likely to disclose than men, 
most existing research suggests that gender is not associated with partner disclosure 
(Asander et al, 2004; Dave et al., 2006; Niccolai et al., 1999; O'Brien et al., 2003). 
Younger age has also been associated with higher disclosure (Simoni et al., 1995). 
Other researchers, however, have documented a relationship between youth and 
nondisclosure (O'Brien et al., 2003). Of note, O'Brien found that PLHA aged 18 to 
22 were 5.92 times more likely not to disclose their HIV status to a partner, friend 
or relative than those over 35 years old. However, the majority of the research 
focusing on partners or including partners does not find that age increases 
disclosure (Asander et al., 2004; Latkin et al., 2001; Niccolai et al., 1999; Simoni et 
al., 2000; Sowell et al., 1997). 
Younger age was associated with being undecided about disclosure, which 
may be attributed to younger people having less time and fewer life experiences to ^ 
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deal with being HIV positive, resulting in fewer opportunities to develop decision 
making skills related to serostatus disclosure. Additionally, the social skills 
necessary for disclosure of highly personal and confidential informadon may be less 
developed in younger persons. 
Disclosure to family members 
Existing studies on disclosure to family members yield several trends. First, family 
members are often the first to learn of an individual's HIV status. In a US study, 
women disclosed first to a parent (33%) (Sowell et al., 2003). Second, adults more 
likely disclosed to their mothers than fathers, with women more likely than men to 
disclose to their mothers (Kalichman et al., 2003; Sachperoglou & Bor, 2001). 
Additionally, socio-demographic factors influence disclosure. People living with 
HIV with less than a high school level education are seven times more likely to 
disclose to their mothers than those with more education, and older men are less 
likely to disclose to their mothers than younger men (Shehan et al., 2005). 
However, other recent studies have found that siblings were disclosed to more than 
parents or any other type of individual (Landau & York, 2004; Sachperoglou & 
Bor, 2001). There also appear to be some racial trends in disclosure. Disclosure 
rates tend to be highest among whites, as compared to Asians and African-
Americans (Petrak et al., 2001); other research, however, suggests that race may not 
be related to disclosure by men to their mothers (Shehan et al., 2005). Among 
female PLHA, lower rates of sibling disclosure were found among African-
Americans (Sowell et al., 1997). One of the issues directly related to the importance 
of disclosure to families is care giving. In many instances, family members care for 
those who become too ill to care for themselves. Fear of rejection is a barrier to 
family disclosure and some PLHA may be afraid to disclose to family members 
even when they need assistance (Schrimshaw & Siegel, 2003; Smith & Rapkin, 
1996). Although family members typically take a caregiving role, some may not 
have complete or accurate information about the PLHA's condition. Often there is a 
family secret (Lee & Rotheram-Borus, 2002) despite family members sharing the 
same understanding or suspecting an HIV diagnosis (Chimwaza & Watkins, 2004). 
Disclosure to friends 
Age appears to play a role in disclosure to friends as younger PLHA are more likely 
to disclose to friends than older PLH (O'Brien et al., 2003). The nature of the 
friendship is important to consider as disclosure to an acquaintance but not to a 
close friend is associated with psychological distress (Lam et al., 2007), yet the 
presence of a close, supportive relationship with a friend is related to disclosure 
(Kalichman et al., 2003; Petrak et al., 2001). However, the desire to protect the 
friend is also a factor in failing to disclose (Derlega et al., 2002). 
Disclosure to employers 
Disclosure to employers can be impacted by experiences disclosing to others in 
one's social network. Simbayi et al. (2006) found that those who did not disclose to 
partners were 2.3 times more likely to report that they had lost a job or a place to LO 
stay because of being HIV-positive. Disclosures to employers can lead to possible tu 
negative outcomes including discrimination. Hence, those who experience 
workplace discrimination may be hesitant to inform others in their lives of their 
diagnosis. Previous research on employers suggests that fear of AIEiS is negatively 
associated with knowledge of AIDS (Lim, 2003) and even in today's world, 
employers may lack the knowledge to make fair and appropriate employment 
decisions for PLHA. 
Disclosure to healthcare providers 
In Indian context it plays a vital role in access of health delivery system on the 
disclosure of the status. Disclosure to all the healthcare providers is very less due to 
fear of rejection & refusal from the treatment and the fear of breach of 
confidentiality to be maintained by the professionals. 
In the early 1990s, learning that one was HIV-positive meant a substantially 
shortened lifespan and disclosure had a very different meaning from the situation 
confronting PLHA today. As ART has transformed HIV infection from a terminal 
illness into a chronic disease (Siegel & Lekas, 2002; Vittinghoff et al., 1999), 
disclosure has become a lifelong challenge that impacts adjustment. This focus 
obscures the underlying reality that any given act of disclosure is embedded in the 
process of ongoing social interactions over time. It is important to conceive of 
disclosure as an ongoing social and psychological process of communication about 
critical health information. 
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For many PLHA, this process involves 'testing the waters.' Most PLHA do 
not blurt out their HIV serostatus without first considering their target's possible 
reaction. Rather, individuals who intend to disclose probe their target (e.g. partner, 
employer, family member) for stigma and perceptions about HIV. For example, a 
PLHA may ask a friend about his or her attitudes toward laws that would mandate 
name-based reporting of HIV status to government & non governmental agencies. 
Probing for the friend's perceptions of HIV is an attempt to anticipate his or her 
reaction to the disclosure event. Disclosure is consistently linked to perceptions of 
stigma and PLHA are less likely to disclose when they perceive more HIV stigma. 
Similarly, the more social support a person perceives for himself or herself, the 
more likely he or she is to disclose (Kalichman et al., 2003; Petrak et al., 2001; 
Sowell et al., 2003). This process of disclosure usually occurs in incremental steps 
wherein the PLHA probes for more information over time in an attempt to 
anticipate the target's reaction to the disclosure event. 
The process of disclosure, however, is not a universal one shared by all 
PLFIA across all social contexts. The choices PLH make regarding disclosure can 
be categorized into three pathways: (1) disclosure to everyone; (2) disclosure to 
some; and (3) disclosure to no one. No single disclosure pathway automatically 
leads to better outcomes for PLH and their families. What does lead to better 
outcomes are disclosures that are thoughtfully chosen and carefully planned 
(Corona et al., 2006; Murphy et al., 2001). IN 
Disclosure to everyone 
People living with HIV who pursue this pathway to disclosure inform everyone in 
their social network about their serostatus, including doctors, friends, employers, 
partners and family. This pathway has a relatively simple coping style and requires 
few problem solving skills - the answer is always the same: disclose. Those who 
follow this pathway must be prepared to deal with stigma and prejudice. In our 
experience working with heterosexual PLHA, most persons who follow this 
pathway hold a 'take me as I am attitude' and often are dismissive of those who do 
not respond well to their disclosure. Those who are accepting of the disclosure 
process will often form stronger bonds of intimacy and support with the PLHA as a 
result of sharing such important health information. 
For those who disclose to everyone, sources of social support are clearly 
defined and readily accessible. One source of support will come from those 
members of their pre-disclosure networks who accept their HIV serostatus. Not 
everyone in their pre-disclosure networks will be accepting, however, and some 
former sources of social support may be lost through the disclosure process. In 
place of these old social supports, new HIV-specific forms of social support become 
readily available, in the form of case workers, doctors and HIV support groups. 
People living with HIV who disclose to everyone must be prepared to 
support the person to whom they disclose. They may have disclosed over and over 
again, across a period of years, but for the target of the disclosure, this is new and 
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potentially shocking information. Some targets of disclosure may be wholly 
unprepared for such weighty and socially loaded personal health information. When 
targets of disclosure are thrown off balance, the discloser assumes a position of 
power in the interaction and often takes on the role of being an emotional caregiver, 
which may have appeal for some who pursue this pathway. 
Disclosure to no-one 
People living with HIV who disclose to no one keep their serostatus a closely 
guarded secret. This pathway also has a simple coping style that requires no active 
problem solving. As with those who disclose to everyone, the answer to any 
disclosure dilemma is always the same, only here that answer is to tell no-one. This 
pathway represents a risk-averse strategy. Those who tell no-one attempt to avoid 
exposure to stigma by keeping their serostatus to themselves. Often they are 
motivated by fears of stigma and the potential of alienating family or losing their 
jobs, friends and sexual partners. By disclosing to no-one, individuals cannot 
mobilize their social support networks for help directly related to their HIV, despite 
the maintenance of their pre-existing social networks. Those who pursue this 
pathway are limited to individual coping strategies, such as self-talk, relaxation 
techniques, fitness and alternative medicine. They can only access support for HIV 
from anonymous sources such as hotlines or online communities. This sort of social 
isolation can often result in a sense of depression and can lead to substance abuse 
(Kalichman & Nachimson, 1999). Moreover, those who disclose to no-one run the 
constant risk of being exposed, which adds further stress to their lives. 
For some PLHA who tell no-one, their HIV symptoms disclose their 
serostatus for them. For those taking antiretroviral therapies, side effects such as 
lypodistrophy cause distinct changes to an individual's body that are immediately 
recognizable to members of communities hard hit by HIV, such as men who have 
sex with men in urban centers in the US. Likewise, in communities where 
antiretroviral therapies are unavailable (e.g. many parts of sub- Saharan Africa), 
conditions such as wasting reveal disease status. Even in parts of the world where 
HIV stigma is great, those who disclose in this unspoken manner may lose their 
jobs, their neighbours may stop speaking to them and no-one may attend their 
funeral but HIV will still never be discussed. Fear and stigma may drive away 
members of their existing social support networks but they cannot access HIV-
specific social supports without acknowledging the disease. 
Disclosure to some people 
This is the most common pathway to disclosure and it is also the most complex. 
This pathway requires constant pro-active decision-making and problem-solving 
about what information to share every time the HIV-positive individual meets 
someone new, has a new sexual partner, starts seeing a new doctor or gets a new 
job. For those who follow this pathway to disclosure, there are no simple answers 
for how, when, where and to whom to disclose. As with other pathways for 
disclosure, disclosing to some has profound implications for how PLH access social 
support. Those who disclose to some are able to access social support regarding 
their HIV status from members of their pre-existing social networks to whom they 
disclose and who accept their HIV serostatus. As with those who disclose to 
everyone, those who disclose to some have access to HlV-specific social support in 
the form of caseworkers, doctors and HlV-specific support groups. Social 
interaction in groups can, however, become complicated quickly because the 
individual must remember who knows and who does not. In such contexts, there is 
always the chance that serostatus will be disclosed inadvertently and concerns about 
privacy can be great. 
It is important to note that disclosure of serostatus may not always be a 
viable option, especially for men and women who are in situations where disclosure 
of HIV status could lead to violence or loss of economic security (Gielen et al., 
2000; Moneyham et al., 1996; Zierler et al., 2000) 
Negative reactions following disclosure to friends and loved ones often 
exacerbate feelings of distress and isolation among persons living with HIV. The 
lifetime prevalence of major depression among HIV populations is estimated at 22-
45% (Penzak, Reddy, & Grimsley, 2000). 
We know very little about the relationships between gender, culture, and 
disclosure. Understanding how these factors are associated with psychological 
distress and social support is an important first step in developing effective (N 
interventions that increase psychological well being and decrease risk among HIV-
positive persons. Further examination of associations between psychological 
distress, social support and disclosure could help identify factors contributing to 
high rates of depression among HIV positive populations. 
Reasons for non-disclosure 
There are many reasons in support of disclosure and/or reasons against disclosure. 
The primary reason for disclosure tends to focus on the desire to receive support 
from others or out of duty to inform others about the possibility of transmission. 
Reasons against disclosing centered primarily on fear of discrimination or rejection 
from others. 
Table 4.1 Reasons For & Against Disclosure of Serostatus 
Reasons for disclosure 
Self-focused: expectations of material 
and emotional support 
Catharsis, duty/educate, supportive/close 
relationship. 
For those who fully disclosed in 
workplace: to explain choices made in 
job interview, to address concerns about 
work performance, and to request job 
accommodations. 
Increased emotional support, 
strengthening relationship with 
spouse/partner.. 
Reasons against disclosure 
Stigma; fear of discrimination; futility; 
disgrace to family and self 
Privacy, self-blame, fear of rejection, 
protecting the other person. 
For those who only disclosed 
selectively: privacy, nature of work 
environment, fear of others' reactions. 
Fear of breakup of sexual relationship or 
marriage, estrangement from other drug 
users, employment discrimination, being 
Among those who consistently 
disclosed, 62% stated that this was due 
to a sense of responsibility to partner. 
neglected or disowned by family, 
spousal/ partner physical abuse. 
Not having further sexual relations, 
partner already knew, took precautions 
to protect the other person. 
Concern about health service provider 
to treat them, concern about being 
treated differently, want their HIV status 
kept confidential and not wanting people 
to know their HIV status. 
Among those reporting sex with casual 
partners, 61% reported fears of sexual 
and personal rejection. 
Felt they had to tell, wanted to tell, had a 
close relationship with the individual, 
needed support/help. 
Geographical distance, afraid of 
reaction, did not want individual to 
know, individual did not have to know. 
For sexual partners: ethical 
responsibility, concern for others' 
health. For parents and friends: Desire 
for support, medical reasons. 
For sexual partners: self-focused reasons 
for friends: other-focused concerns. 
For parents: other-focused concerns, 
stigma, ignorance of family members 
Desire for support, medical reasons. 
Obligation and to obtain support Protect their family from shame, protect 
their family from obligation to help 
them, avoidance communicating about 
personal information, family's lack of 
knowledge of HIV. 
Coping Patterns of HIV Seropositive Women 
A diagnosis of HIV seropositivity is the beginning of a long road of challenging life 
events and extraordinary personal changes, which can overwhelm even the most 
psychologically well-educated individual. With increasing evidence of heterosexual 
transmission being the predominant mode for the spread of the HIV infection in 
India, more and more women are getting infected, and the predictions of the 
possibility of equal numbers of both men and women infected with HIV are proving 
true. In some areas the sex ratio is changing from 1: 1 to 1:1.4 to the detriment of 
women. Rising HIV infection rate in women of reproductive age, with their high 
birth rate, has led to increased incidence of pediatric AIDS. The infant and child 
mortality has risen by 10-15%. As per the Centers for Disease Control (CDC), 
globally, nearly 6-8 millionwere infected with the virus (Malhotra, 1998). A study 
conducted by Gangakhedkar et al. (1997) on the spread of HIV infection among 
married monogamous women in India revealed that HIV infection among women 
who are not sex workers was increasing in India, and the likely mode of 
transmission was from these women's husbands. The researchers had noted that the 
infection rate among non-sex workers was "disturbingly high" considering their 
relatively low-risk behavioral profile. In addition, the spread of HIV infection from 
urban to the rural areas is a serious threat that has just recently been recognized 
(UNAIDS, 1999). While the psychosocial sequela of HIV infections are reasonably 
well documented for men, the unique experiences of women with HIV illness have 
been the focus of recent research efforts. Such information is imperative, given the 
fact that the incidence of AIDS has increased at a faster rate for women than for any 
other subgroups. Moreover, the disease dramatically impacts women and children, 
and globally HIV/AIDS has a ripple effect on families. Although cases of 
HIV/AIDS in women were reported as early as 1981, it was not until late 1990 that 
women were routinely included in clinical studies and attention was focused on 
gender-specific HIV issues (Nakajima and Rubin, 1991). Women with HIV 
infection are often faced with multifarious predicaments, which compound their 
adaptation to the illness. They are faced with socioeconomic stressors that 
exacerbate the negative consequences of HIV for physical and mental well being 
(Cochran and Mays, 1989; Osmond et al., 1993; Quinn, 1993). 
The investigations on the psychosocial concerns of women infected with 
HIV have found that women generally had fewer resources, more role 
responsibilities, and fewer social and community supports than the men (KneisU, 
1993). Gillman and Newman (1996) found that when women with HIV rank 
ordered their psychosocial concerns, after HIV diagnosis, financial issues (46%) 
topped the list followed by concerns about housing (41%), HIV related health issues 
(38%), issues related to death and dying (37%), and concerns for their children with 
HIV (32%). 
Women who shared their HIV or AIDS diagnosis with family or friends 
risked stigmatization and isolation and subsequently lost their self-esteem through 
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the process of self-blame (Hackl et al., 1997). Other issues raised by the HIV ^ 
positive women were their children's future (Chung and Magraw, 1992; Gillman ^ 
and Newman, 1996), child care arrangements when sick (Chung and Magraw, 
1992), guilt and self blame for their inability to care for the children (Gillman and 
Newman, 1996), and protecting children from crisis and stigma (Hackl et al., 1997). 
HIV infection often complicated the traditional family caregiving 
responsibilities 
of the women. As women living with the infection, they struggle to continue with 
caregiving responsibilities and also wrestle with the grief and loss issues that 
accompany their own terminal illness. Anger and frustration about future goals, 
mourning of the loss of a long life, and the risk of losing custody of the children as 
a result of their HIV status were identified as common bereavement issues among 
HIV infected women (Sherr et al., 1993). 
A study on household and community responses to HIV/AIDS, on a gender 
dimension by Bharat (1996) in Mumbai (former Bombay, India) revealed that the 
household responses to HIV/AIDS in the case of women with HIV/AIDS was not as 
supportive. And the situation of the seropositive wives and widows was even more 
precarious. While they were the major caregivers for their male sex partners, they 
were not assured of care to the same extent. Widows invariably found themselves 
faced with problems of shelter, economic maintenance, children's welfare, and their 
own health care. The HIV positive wives were burdened with caring for a sick and 
dying partner, and with the burden of planning for the future. Returning to their own 
parental home was not always an easy choice due to stigma, isolation due to fear of 
transmission through non-sexual contact, societal labeling of being promiscuous, 
and sometimes marrying the 'wrong' person without parental consent. 
The array of physiological, sociocultural, economical, and psychological 
stressors faced by HIV positive women almost invariably triggered major stress 
responses and coping strategies,which have been the context of various research 
efforts as well. Seeking information, peers were prominent among the coping 
strategies utilized by a diverse group of HIV positive women in Australia (Lawless 
et al., 1996). HIV positive young mothers had used confrontive coping most 
frequently and found it to be significantly related to physical quality of life (Rose 
and Clark-Alexander, 1996). Hackl et al. (1996) identified that the primary coping 
strategies most often employed by HIV positive women had been denial, 
concealment of their health status from others, isolating oneself and crying. 
Moore et al. (1996), on assessing the depressive symptoms and coping 
strategies among HIV infected women, found high rates of depressive 
symptomatology and utilization of the coping style of disengagement, positive 
cognitive or behavioral coping, and seeking social support for emotional expression. 
Positive coping strategies had been associated with fewer depressive symptoms. 
Somlai et al. (1998) noted that following the diagnosis of HIV positive 
women had invested on spiritual coping strategies and had believed that there had 
been a divine intercession renewing their spiritual growth and connectedness with 
others. Tolliver (2001) cited that positive women who provided care called upon 
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their spirituality to deal with existential issues related to their HIV status and 
identified cognitive coping and immersion 
in the issue as a coping resource to deal with the stress of HIV/AIDS in their lives. 
Discrepant research findings concerning the psychological distress levels of 
women with HIV infection also suggest that coping success was related to a number 
of factors including circumstances surrounding test result feedback, presence or 
absence of current illness symptoms, general stress coping style and other 
competing life stressors, adequacy of effective social supports, access to health care, 
and hope or pessimism concerning the effectiveness of available treatment 
regimens. It is likely that distress and successful coping patterns are fluid and 
changing over time due to multiple factors-psychological, social, physical, 
economic, and medical (Rose and Clark-Alexander, 1996; Solomon et al., 1993; 
Hertz, 1996; Fleishman et al., 1996; Lawless et al., 1996; Hackl et al., 1996; Pinel, 
1996; Moore et al., 1996; Romano et al., 1996; Siegal et al., 1997; Pederson and 
Elkitt, 1998). 
The commonly adopted coping pattern by the HIV seropositive women in 
the study was that of escape avoidance. Following that they preferred seeking social 
support, self-control, distancing, positive reappraisal, planful problem solving, 
confrontive coping, and accepted responsibilities to cope with the problems 
following HIV diagnosis. 
Many coping strategies require that the carers have access to resources ^ 
(Ogden et. al, 2004). For example a carer cannot use social support as a coping to 
strategy unless there are people available to provide support. Similarly, the carers 
cannot look for advice unless such advice is available. The carers have to cope not 
only with the burdens imposed by HIV/AIDS, but also with the burdens of poverty 
and lack of access to proven medical treatment. These fundamental issues are likely 
to influence the more personal coping experiences of the carers. The success of the 
family's coping efforts may depend on the resources available to the family. Direct 
efforts to reduce stress by improving heahh of the HIV/AIDS affected person 
require resources such as access to medicines and medical care, money and a range 
of other material resources. Indirect coping efforts may also require resources, such 
as an appropriate social support network or counseling services, which were in 
limited supply in developing countries. 
Maternal HIV/AIDS and Child/Adolescent Coping Pattern 
The literature predicts that both parent and child background and situational 
factors will affect long-term child outcomes (i.e. behavioral adjustment, mental 
health, and social adjustment) in response to parental illness. Maternal disclosure of 
HIV can affect child adjustment, parent-child relationships, and the ability of 
parents to access resources. Many HIV-positive mothers do not disclose their HIV-
positive status to their children because they believe the child might be too young to 
understand, or are concerned the child will disclose to others or be angry or fearful 
(Murphy, Steers, & Dello Stritto, 2001). However, overall, research indicates 
support for disclosure to children: (1) clinicians advise parents to disclose (Zayas & 
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Romano, 1994; Armistead & Forehand, 1995); (2) mothers who have disclosed 
report significantly lower levels of depression (Wiener, Battles, & Heilman, 1998), 
and stronger family cohesion following disclosure; and (3) mothers typically report 
that their children are emotional at first but exhibit no lasting negative impact 
(Schrimshaw & Seigel, 2002; Murphy, Roberts, & Hoffman, 2006; Kermedy et al., 
2007). Moreover, children who have been disclosed appear to be doing better on a 
number of measures compared with children who have not (e.g. 
Murphy et al., 2001; Murphy, Marelich, & Hoffman, 2002; Murphy, 2008). 
Identity develops through processes of individuation and connectedness within the 
family (Hamihon, 1996). Having an HIV-infected mother is likely to affect 
developmental processes related to identity formation occurring in early and middle 
adolescence and thus influence self-concept. Murphy et al. (2001) found that among 
children affected by maternal HIV, for those children whose mothers had disclosed 
their HIV-positive serostatus, lower levels of negative self-esteem were found. 
Finally, behavioral and emotional problems may impact self-concept. Adolescents 
with depression have been shown to have a worse self-concept (McGrath & Repetti, 
2002; Kolaitis & Liakopoulou, 2005). 
There is an ongoing need for long term commitment and capacity building 
for family members affected by HIV/AIDS in the fight against HIV/AIDS. 
Understanding how they cope and what they need to do so more effectively may 
help to bring about the changes necessary to support this key resource in the fight 
against HIV/AIDS. 
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RESPONSE TOWARDS HIV/AIDS 
When AIDS started gaining public attention in the 1980s, amongst the first to take 
action to provide support and care were close friends, family members and others 
individuals who came from the same interest groups as people living with HIV and 
AIDS (PLHAs). Under the leadership of professional social worker several 
community based organisations and non-govermental organisations have since 
emerged from these groups hardest hit by HIV. Despite reluctance and slow action 
from many governments, these NGOs came forward to provide the critical care and 
support, many of these organisations have evolved into effective advocates who 
helped put issues squarly on to national agendas (Bagasao, 1998). Even up to the 
present time, these NGOs push the boundaries and open debates on a range of 
sensitive issues like sex, gender, illness, human rights, mobility and drug use, while 
at the same time they have pioneered in carrying out innovative action to make 
prevention, care and treatment available. 
Stemming the tide of the HIV/AIDS epidemic in the country requires action 
on all the fronts i.e cultural, social, and economic contexts of HIV/AIDS 
One action is political will on the part of the government to implement progressive 
social and economic development policies that start making visible impact on some 
of these factors of risk such as poverty, unemployment, illiteracy and migration. 
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Fostering a progressive and efficient policy environment for HIV/AIDS control 
programmes is another important arena of responsibility to the government. A 
crucial aspect of this ie to raise the profile of anti HIV/AIDS efforts, to forge links 
between the objectives and work of the NACO - the apex body for AIDS control 
efforts in the country - and the other arms of the government, and between 
HIV/AIDS control programmes and public health programmes. AIDS control in 
true sense remains outside the mainsteam with the NACO working in isolation. 
A second action is direct intervention at the level of local communities, 
particularly those that are at greatest risk, to prevent the further spread of infection, 
and to safeguard the human rights to dignity, economic security and quality medical 
treatment of those who are already affected. Such intervention efforts need to be 
deliberately planned, sensitively designed and implemented, and long term in 
nature. Non-governmnetal organisation (NGOs) are the main intervention agencies 
in this regard.These NGOs in HIV/AIDS are an inseparable part of the larger 
national NGO sector, which is the most visible activist face in India today.Many 
NGOs see their role as one of bringing to the development process a combination of 
professionalism and service to those in great need, that they see missing from the 
top-down delivery system of development programmes by government agencies. 
Three factors make NGOs important actor in the context of HIV/AIDS in India. 
The first factor is the sensitive nature of the social risks and sexual routes of 
transmission of the HIV virus, which require interventions that assure 
confidentiality and anonymity to those who access these services.NGOs working in 
CO 
the HIV/AIDS field - as different from large impersonal bureaucracies, 
government-run institutions, or mass media - offer such ' safe' spaces. They tend to 
be small-scale organisations that are stably based in slum & disadvantaged 
communities and enjoy the trust and confidence of the members of these 
communities. 
Secondly, the unprecedented stigma and discrimination levelled by society at 
large against those affected by the disease - paralled only by the stigma reserved for 
leprosy patient in an earlier era, require interventions with a heavy counselling 
component, i.e., repeated interventions with a heavy counselling component, i.e., 
repeated face-to-face confidential and respectful interaction between skilled 
counsellors and those affected by the stigma, that can help people cope with 
different problems like ostracism, desperation, depression etc., and gradually 
become empowered to re-approach their lives with a new purpose. 
NGOs these days are grounded in a human right approach to HIV/AIDS 
that's puts the individual at the centre and upholds the principles of sucial justice, 
equity and non-discrimnation 
A third action is citizen's commitment to what one might describe as a common 
social project with respect to HIV/AIDS, The features of such project should be 
higher level of public understanding and debate about health and human rights for 
all, and a more compassionate, liberal and human rights-sensitive social 
environment which accords equality to vulnerable groups with the rest of society. 
CO 
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free discrimination and stigma. For this to happen it is very important for all 
citizens- and that includes lawyers, judges, doctors, entrepreneurs, police, teachers, 
students, factory and informal sector workers, peasants, home-makers, and indeed 
everybody - to seek out and acquire basic information about HIV and through their 
attitudes, help positive people integrate into the rest of society and reduce the 
unnecessary burden of stigma carried by them. Also it is only when HIV/AIDS 
becomes every body's business and concern that there will emerge the necessary 
public pressure for more effective policies for its control. This requires going 
beyond relying solely on the general media for information, where reporting is most 
often superficial and often sensational. 
Three factors make NGOs important in the context of HIV/AIDS in India. The first 
is the sensitive nature of the social risks and the sexual routes of transmission of the 
HIV virus, require interventions that assure confidentiality and anonymity to those 
who access these services. They need to be fine-tuned to local situations, and small 
enough in scale to permit learning, flexibility and mid-course corrections. NGOs 
working in the HIV/AIDS field as different from large impersonal bureaucracies, 
government-run institutions, or mass-media - offer such 'safe' spaces. They tend to 
be small-scale organisations that are stably based in local communities and enjoy 
the trust and confidence of the members of these communities. 
Secondly, the unprecedented stigma and discrimination levelled by society at large 
against those affected by the disease paralleled only by the stigma reserved for ^J^ 
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leprosy patients in an earlier era, require interventions with a heavy counselling c^  
component, i.e., repeated face-to-face confidential and respectful interaction 
between skilled counsellors and those affected by the stigma, that can help people 
cope with ostracism, desperation and depression and gradually become empowered 
to re-approach their lives with anew sense of purpose. To persuade them to change 
their behaviour and life circumstances with a view to ensure their own safety, 
requires intensive and sustained interaction, advocacy, and the provision of facilities 
for testing, treatment, and rehabilitation. Only those with high level of commitment 
to working for less priviledged and stigamatised groups, and willing to 'soil their 
hands' would be willing to make entry. 
Finally, since the earliest days of the epidemic in India, NGOs have been the 
principle firefighters, responding to real and immediate issues.And these issues 
have been several: arrests and indefinite imprisonment of positive persons; forced 
deportations of sex workers by the governments of the states where they live to their 
states of origin; dismissal of employees from jobs upon their testing positive; and 
women and their children being thrown out by their husband's families when found 
positive The reasons are historical. For several years after HIV surfaced in India, 
society in general and the government in particular were in a state of denial about 
the possibility that HIV/AIDS could ever become a serious problem in India. The 
generally held belief was that AIDS was a foreign and culturally alien 'immoral' 
disease that could not be indeginous to a society that sanctioned only hetero 
sexuality and monogamous arranged marriages, upheld women as mothers and CO 
worshipped them as goddesses. As their understanding of the disease and its « 
manifold social ramifications grew, these NGOs saw the need for flexible 
organisational structures within which they could learn and innovate as they went 
along. It is under this compulsion that many of the earliest HIV/AIDS non-
governmental organisations were bom and took shape. 
NGOs in HIV/AIDS are an inseperable part of the larger national NGO sector, 
which is the most visible face of civil society activism in India today. Many NGOs 
see their role as one of bringing to the development process a combination of 
professionalism and service to those in greatest need, that they see missing from the 
top-down delivery of development programmes by governmnet agencies. 
Social Worker are needed to address the individual involved in the 
prevention and treatment of HIV disease across the globe since its emergence nearly 
three decades ago. Given the significant impact HIV and AIDS has on the myriad of 
social and economic systems around the world, the need for social workers prepared 
to address these challenges both social and structural perspectives is essential 
In dealing with the pandemic of HIV/AIDS, in a nut shell the role of the Social 
Worker is 
1. creating an awareness of the negative effects of poverty on HIV/AIDS 
and lobbying for debt cancellation and other measures to ensure more 
resources are made available CO 
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2. recognizing the crucial role played by the community-in particular 
women-in offering informal care and to reinforce this. An important 
aspect of this is helping to bring about gender equity; 
3. building an effective coalition through networking and strategic alliances 
and to develop a clear understanding of the professional role of social 
workers, guided by policy statements of IFSW; 
4. Tackling stigma and discrimination and promoting acceptance of people 
living with HIV and AIDS (PLWHAs). 
Consequently in dealing with HIV/AIDS, the social work profession needs to 
be more involved in these areas of concern as follows. 
Tackling the Issue of Poverty 
Poverty is a major factor in the transmission of HIV infection, but the 
epidemic itself also contributes to poverty. Social workers are engaged in a variety 
of poverty-related projects to help people with HIV and AIDS, but they need to get 
more involved in the policy arena. Social work associations, through IFSW, with its 
consultative status as an international NGO at the Economic and Social Council of 
the United Nations, can support the efforts being made by the UN and international 
NGOs to persuade the rich countries to do more to fund anti-AIDS programmes in 
the developing or poorer regions of the world. 
Social workers also need to promote concern and respect for people living 
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with HIV and AIDS. Human dignity is at the heart of this-social workers are c^  
confronted with the issue of how to maintain and strengthen human rights principles 
and values as part of their contribution to eradicate the problem of HIV/AIDS. In 
this regard IFSW has a Policy Statement on HIV/AIDS that stresses the need for 
social workers to be committed to the principles of social justice and human rights-
of direct relevance where there is need to ensure through proactive advocacy that all 
people affected by HIV/AIDS have proper food, housing, education and health care 
and be able to exercise their rights in this regard without hindrance. In fact "one 
consequence of the spread of HIV in the developing world is the adoption of the 
aim to establish a more just economic world order" (IFSW, 1990:2). The Statement 
also strongly urges the governments of the developed countries to fund AIDS 
prevention and treatment in proportion to their GNP. 
Social work roles in tackling poverty might include: 
• lobbying in support of the Global Fund through IFSW and UN bodies; 
• strengthening community-based coping strategies through supporting 
existing traditional community self-help mechanisms (such as savings clubs, 
women's groups and foster families); 
• identifying sources of financial and material assistance and encouraging 
community fundraising; 
• working in close partnership with PLHAs, building links between non-
governmental organizations (NGOs), community-based organizations Q^ 
(CBOs), the government and donor agencies. SD 
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Tackling Gender Inequity, Power Issues and the Roles of Men and Women 
The 2004 World AIDS Day focused on Women, Girls, HIV and AIDS. Poverty and 
poor public services have combined with AIDS to turn the care burden for women 
into a crisis with far-reaching social, health and economic consequences. Women 
and girls pay an opportunity cost when undertaking unpaid care work for HIV and 
AIDS-related illnesses since their ability to participate in income-generation, 
education, skills-building and caring for their families diminish. Research has 
shown that up to 90 percent of care due to illness is provided in the home, with 
women bearing the bulk of this caring. AIDS intensifies the feminization of 
poverty, particularly in hard-hit countries, and disempowers women. A study in the 
village of Kagabiro in Tanzania, for instance, demonstrated that when a household 
included someone with AIDS, approximately 43 percent of household labor was 
spent on AIDS-related matters and most of this was provided by women (Bollinger 
etal., 1999). 
Gender issues have a critical impact on HIV and AIDS. UNAIDS has launched a 
Global Coalition on Women and AIDS, bringing together leading women and men 
committed to improving the lives of women and girls worldwide (UNAIDS, 2004). 
It is not sufficient to give assertiveness skills to young women who may have little 
or no power to negotiate safe sex. It is crucial also to tackle young men's attitudes 
about sex and masculinity. 
Social work roles in tackling gender inequity might include: 
• helping reframe ideas about masculinity, helping men take responsibility for 
their own lives and to share responsibility with their partners for each other 
and their children; 
• working closely with PLWHAs and together countering negative "macho" 
ideas in favor of positive attitudes to do with care and responsibility; 
• ensuring that projects and programmes have a deliberate focus on gender 
from the initial concept stage, and that gender concerns are not just "added 
on" later as an afterthought; 
• ensuring that gender considerations also include a gay focus (in situations 
where heterosexual transmission is the norm). 
Building an Effective Coalition Through a Multi-Sectoral Approach 
Social work organizations need to develop clear operational guidelines on 
working with HIV/AIDS and identify the contribution that the social service sector 
can make. In July 2000 at the AIDS Symposium in Montreal, the Canadian 
Association of Social Workers (CASW), with others, developed a manifesto and 
plan of action for the profession with regards to HIV/AIDS. This advocated for 
social workers to enter into respectful professional partnerships with people living 
with HIV/AIDS, with due regard to basic social work values such as self-
determination, dignity and worth of the individual; for different sectors to work 
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together to tackle HIV/AIDS with the social services sector providing a lead role in T:^ 
this, and developing collaborative partnerships using a multi-sectoral approach. ^ 
Developing a multi-sectoral approach means that social workers need to find ways 
to reach the key individuals and groups that most affect the dynamics of the 
epidemic in their respective communities and ensure that HIV/AIDS programmes 
are efficient, appropriate and sustainable, and reach the largest number of people 
possible with the available resources. 
As pointed out by the International HIV/AIDS Alliance (2001), key aspects of 
developing this multi-sectoral approach and scaling-up social work interventions 
will mean: 
• reaching a higher percentage of the population, new target populations and 
new geographical areas; 
• reaching different sectors (such as the government, health workers and the 
military); 
• reducing stigma and increasing community acceptance of people living with 
HIV and AIDS; 
• increasing community participation and the range of services provided; 
• increasing capacity building, training and the financial and organizational 
sustainability of the voluntary organizations, NGOs and CBOs that social 
workers support; 
• reducing new HIV infections and maintaining the impact of interventions. 
Social work roles in developing a multi-sectoral approach might include: 
^ 
• developing an awareness of how HIV/AIDS is a cross-cutting development 
issue (like gender and human rights) that affects everything; 
• encouraging meaningful partnership between PLHAs, communities, 
governments, donor agencies, international and local NGOs, the private 
sector and others in order to address the problems of HIV/AIDS; 
• linking people with local support services such as drop-in centers, mobile 
clinics, shelters and hospices; 
• working alongside PLHAs and their self-help organizations and networks 
and assisting where appropriate, and if requested. 
Tackling Stigma and Discrimination 
Social stigma resulting from HIV infection was noted by the late Jonathan Mann of 
the World Health Organization in his recognition of the 'parallel epidemic of 
stigma, discrimination, and denial' in association with HIV/AIDS in 1987 (Parker 
and Aggleton, 2003, p. 13). Herek and Glunt (1988) researched public reaction to 
HIV/AIDS, and observed two distinct repeated patterns. People with HIV infected 
by no action of their own, e.g. blood transfusion, are seen as irmocent victims while 
those 
associated with high-risk behaviours are seen as people responsible for life style 
choices, and thus stigmatised (Herek and Glunt, 1988; Herek, 1999; Herek and 
Capitanio, 1999; Herek et al, 1999, 2002). 
(N 
0) 
The impact of HIV/AIDS is made worse by the stigma associated with the disease. 
While more HIV-positive people have been open about their condition, stigma still 
exists and prevents adequate care and prevention reaching those who need it. 
At the heart of the stigma of AIDS lies shame-the perception that those with the 
virus have done something wrong for which they and their families should be 
ashamed. Discrimination entails a person acting on a pre-existing sentiment or 
stigma, which results in someone being treated unfairly. Stigma and discrimination 
therefore form a continuum of harmful thoughts and behaviors that are based on 
prejudice. 
A major role for social workers concerns tackling stigma and discrimination. 
Richter (2001) argues that fear, ignorance and an inability to accept any deviance 
from the 'norm' (i.e., moralizing) constitute the main reasons for prejudice or 
stigma against people living with HIV/AIDS. She puts forward four origins of 
stigma against people living with HIV/AIDS: 
1. moral attitudes and systems of belief around sex; thus AIDS is seen as a 
punishment for immoral behavior that one should dissociate oneself from; 
2. ignorance and a lack of knowledge leading to fear and irrational behavior; 
3. self-interest, including a desire to create a chasm between healthy and 'un-
healthy' people so as to reduce the possibility of personal vulnerability to 
HIV; and 
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4. media images of blame with a dichotomy between those who are 
"innocent" (for example, children gaining HIV through vertical transmission 
from mother to child) and those "guilty" (for example, those becoming 
positive through sexual intercourse). 
Children affected by HIV/AIDS are even more vulnerable than adults as they 
face the possibility of stigma relating to their own status, as well as stigma flowing 
from their parent or caregiver's status. This stigma continues even after the death of 
their caregiver, when they may be rejected or treated with scorn by the extended 
family and the community. 
Social work roles in tackling stigma and discrimination might include: 
• providing access to voluntary counseling and testing, with follow- up 
counseling and social support; 
• training and supporting PLWHAs, local volunteers and community members 
on HIV/AIDS coping strategies; 
• working in partnership with PLWHAs to develop programmes that 
encourage openness, disclosure and share experiences of living with the 
virus; 
• identifying, strengthening and supporting existing positive PWA and 
community responses to the epidemic. 
CHAPTER 6 
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CONCLUSION 
VTIRTUALLY unheard of three decades ago, AIDS is, at the turn of the century, 
one of the best known and most talked about diseases on the globe. The twin 
plagues of HIV and AIDs certainly count among the least tractable epidemiological 
disasters facing today's world. Initially diagnosed in developed countries, the 
epidemic of HIV/AIDS was first tracked among populations of homosexual and 
bisexual males. But as it reached developing countries the epidemic spread 
increasingly through heterosexual contact, with its scope growing all the faster. 
Among heterosexuals, key links to rising levels of HIV/AIDS cases are economic 
instability and associated poverty, drug use, gender inequality, and low levels of 
literacy. Unsurprisingly, the epidemic substantially affects the demography, health, 
economy, and social fabric of developing countries. Demographic impacts include a 
lowering of life expectancy at birth, an increasing death rate and elevated under-five 
mortality rate, and a growing number of orphans. Counted among the economic 
consequences associated with HIV/AIDS are escalating medical expenses,- loss of 
labor supply, and a marked drop in productivity. 
In India, the virus was first reported in the mid-1980s. Since then HIV has 
spread largely through heterosexual intercourse. The epidemic has moved from ^ 
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urban to rural areas and from high-risk populations to low-risk populations. The ^ 
highest rate of occurrence is reported among those between the ages of fifteen and 
forty-nine. 
Data on HIV/AIDS cases are unreliable in developing countries and are no 
less demonstrably suspect in India. Data here are garnered from various reports put 
out by WHO, UNAIDS, and the National AIDS Control Organisation (NACO) of 
India 
In Asia, HIV/AIDS was recognized as a health concern during the 198os. 
Some of the hardest-hit countries in South and Southeast Asia are Thailand, 
Myanmar, Cambodia, and India. The two major routes of transmission are 
heterosexual contact and drug use (UNAIDS and WHO 1997). Initially, HIV/AIDS 
in India was concentrated in three areas: Mumbai and Pune, in the western region; 
Chennai and the union territory of Pondicherry, in the south; and the state of 
Manipur, in the east. HIV-infected people are divided into high-risk and low-risk 
groups. The former includes sex workers, STD patients, and drug users. The latter 
comprises pregnant women, the prison population, and blood donors. Another 
segment of the population to face the impact of the HIV/AIDS crisis is the children 
who are orphaned when their parents succumb to an AIDS-related illness. 
Slums are the fall out of the processes like urbanization and industrilisation. 
Slums and related colonies are an important factor in appraising of HIV/AIDS. 
Slum culture is considered to be deviant and breeding ground for many diseases and 
crimes which includes drug addiction, juvenile delinquency, prostitution, social 
tensions & disturbances. The sub-human condition in slums adversely affect not 
only the well being but also the basic survival of the duelers. 
In many ways slums provide entry points and roots of transmission for the 
epidemic. Normally the immunity of slum dwellers is very low and also they are 
involved in unsafe sex practices which gives way to many RTIs/STDs and also 
these people become much more vulnerable to HIV/AIDS. So, the high rate of 
occurrence of HIV/AIDS in slums is justified. 
Lastly one can conclude that to combat AIDS governmental policies alone 
cannot serve the purpose but voluntary action public cooperation and support of 
other satake holders is equally important. 
Voluntary sector is said to be the third eye of development hence social work 
intervention is important in fighting with the monster of AIDS. Social workers 
works at three levels i.e. 
i. Generating awareness to prevent the disease 
ii. Working with PLHA and giving them psychological support and helping 
them to avoid opportunistic infections to increase longevity. 
iii. Rehabilitation and care of PLHA and their family members. 
So in total social work has got a holistic approach to ameliorate HIV/AIDS. 
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